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Oniginal Articles 


Peritoneal Dialysis as a Means of Detoxication 


in Uremia and other Toxic Conditions 


H. HENNINGER, M.D., F.I.C.S. 
VIENNA, AUSTRIA 


tom of a long-lasting, chronic disease 

by the same means as are applied in 
the terminal stages of glomerulonephritis 
or nephrosis will long remain a limited 
attempt, as the transplantation of kidneys 
cannot be performed with success. The 
case is different, however, when uremia 
occurs suddenly as a complication of tox- 
icity, or hemoglobinuria, of incompatible 
blood transfusion or of the use of sulfona- 
mides, or when its origin is unknown. Re- 
flective anuria must also be treated accord- 
ing to the newest therapeutic methods 
unless it can be managed by simpler 


Te struggle against uremia as a symp- 


From the urologic ward of the Rudolfstiftung in Vienna, 
Doz. Dr, Herbert Henninger, Chief. 
Submitted for publication Nov. 3, 1952. 


means, such as renal catheterization or 
splenic nerve block. 

The newest methods are (a) use of the 
artificial kidney and (b) peritoneal dialy- 
sis. The artificial kidney has one disad- 
vantage; it is a complicated and expensive 
apparatus which, as far as I know, only 
three European countries possess—Swe- 
den, the Netherlands and Great Britain. 
The blood-exchanging transfusions, which, 
like the artificial kidney, have a modifying 
effect on the blood itself, are no doubt 
successful in some cases. In my own 
opinion, peritoneal dialysis has greater de- 
toxicating effect, because its duration can 
be regulated as necessity requires. 

In this institution our experience with 
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blood-exchange transfusions is scant, In 
cases of sepsis (exchange of 5 liters of 
blood) we have been able to reduce the 
highest nonprotein nitrogen level (over 
300 mg. per hundred cubic centimeters) to 
between 70 and 80 mg. in one day, but so 
far we have recorded no permanent suc- 
cess. 

Peritoneal dialysis was employed by 
Heusser in Basel, Switzerland, over a long 
period, but it remained for decades in an 
experimental stage. According to the old 
literature (Vollhard), irrigations could be 
carried out for only a few hours, because 
after a lapse of time the peritoneal re- 
action hindered resorption and transuda- 
tion. This drawback was at once removed 
when antibiotics and heparin were used. 
The first reference to this new therapy 
was made, as far as I know, by Frank, 
Seligman and Fine in 1946-1948. When in 
1950 a patient with anuria caused by sub- 
limate poisoning was transferred to our 
ward, I applied peritoneal dialysis after 
the following technic, which, although it 
deviated from those described in the litera- 
ture, proved successful in 17 cases. 

Technic.—A small laparotomy incision 
is made in the right section of the meso- 
gastric region, with or without local an- 
esthesia (depending on the case). A de 
Pezzer catheter (25 Charriére) is inserted 
so that its tip extends about 3 cm. into the 
free peritoneal cavity. The openings in 
the tip of the catheter must be enlarged 
before it is inserted. The abdominal wall 
must lie closely and snugly around the 
catheter. This catheter serves as a channel 
of inflow. A little laparotomy incision is 
made in the left section of the hypogas- 
trium. Two Nelaton’s catheters (24-26 
Charriére) with several openings similar 
to the sump drain of Seligman are placed 
in Douglas’ cul-de-sac in such a way that 
the tip of one catheter lies 3 cm. ahead of 
the tip of the other; thus the longer cathe- 
ter “roofs over” the other catheter. The 
omentum is drawn up to the median plane 
and sutured to the parietal peritoneum. 
The tissue must lie closely and snugly 
around the two catheters, with the peri- 
toneal suture between them. The two Nela- 
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ton’s catheters serve as outflow channels. 
This technic, which I applied in principle 
in the first case—using, however, only one 
catheter for outflow — guarantees an al- 
most unlimited duration of the dialysis if 
two outflow catheters are employed. 


The fluid used for irrigation which was 
used contained the following constituents: 
Ringer’s solution 
Dextrose 
EEE, Se ae 0.1 
| 0.5—0.1 
Penicillin 10,000 units 
Sodium citrate (3.8 per cent) 50 


Variations of the constituents such as 
liquaemin, streptomycin and_ penicillin, 
are not recommendable. The percentage 
of the dextrose solution as well as of the 
sodium citrate solution may be varied ac- 
cording to the electrolyte balance; here, 
however, I have been unable so far to give 
the exact data. The quantity of irrigation 
fluid to be used is about 1 liter per hour. 
According to their second report of 1948, 
Frank, Fine and Seligman attach great 
importance to variation of the irrigation 
fluid. In order to avoid the absorption of 
water from the peritoneal cavity, they 
make the solution more hypertonic by 
adding 10 Gm. of gelatin per liter of 
irrigation fluid. It is not advisable to in- 
crease the percentage of dextrose, as it 
causes irritation in the peritoneum. In 
spite of the aforementioned advantage of 
gelatin added to the irrigation fluid, we 
could not resolve upon adding it to the 
solution. The reason is, as Seligman indi- 
cated, that the direct mixture of the dex- 
trose- salts-gelatin solution together with 
the sodium bicarbonate may produce un- 
wanted precipitates and may therefore 
alter the composition. This modification 
can be prevented only by means of a spe- 
cially built apparatus that mixes the 
separately sterilized solutions, especially 
the bicarbonate solution, by means of a 
created vacuum. The flasks must be pre- 
pared in advance; they and the rubber 
tubes must be sterile. Also tables must be 
prepared to regulate the effect of pressure 
and suction with special regard to the out- 
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flow. The inflow has never caused any 
difficulties. Attention must be paid, how- 
ever, to the outflow. The first patient had 
to be laparotomized for a second time in 
the left section as the outflow ceased. 
Later, the method of using two outflow 
catheters proved so successful in all cases 
that any stoppage of the outflow could be 
remedied by slightly moving the outflow 
tube and sometimes also sucking with a 
syringe. If the technic is well carried out, 
developing stoppages of the outflow can 
oe observed by the sequence of the drops. 
Trained nurses are of course a prerequi- 
site, and a physician well versed in the 
mechanism must always be at hand. 


Effect of Dialysis.— The peritoneum 
comprises a surface of about 18,000 sq. 
em. Two cardinal processes take place in 
the peritoneum, One is resorption from 
the peritoneal cavity into the body; the 
other is transudation from the tissues into 
the free peritoneal cavity. The solid sub- 
stances of the irrigation fluid and part of 
the irrigation fluid itself are resorbed; the 
toxins, especially the traceable urea, are 
transuded. 


Course of Disease.—The climax of the 
crisis represents the unusual picture of an 
artificial life; the uremia is present but 
kept in bounds, the value for nonprotein 
nitrogen is around 100 mg. per hundred 
cubic centimeters; the patient ceases to 
be dry; he is more or less edematous; he 
is responsive but indolent; the vessels are 
overstrained and are therefore to be 
strengthened by all means available. Ede- 
ma, occurring mostly in cases on the fifth 
day of dialysis, can be treated success- 
fully only by intravenous administration 
of concentrated dextrose solution. Vari- 
ation of the percentage of dextrose in the 
irrigation solution has never produced any 
successful effect, because of the afore- 
mentioned irritation of the peritoneum. 
The dreaded pulmonary edema, which we 
encountered in 3 cases, occurred only in 
patients with inadequate blood circulation. 
Pulmonary edema has never occurred in 
a patient whose general condition was pri- 
marily good. An excessive reduction of 
albumin in the blood may occur between 
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the sixth and the seventh day, but ex- 
perience has taught us that this reduction 
can be compensated with blood transfu- 
sions. 

Indications.—The first indication anu- 
ria, is generally a difficult one, since the 
causes of anuria are unknown in most 
cases and the important urinalysis is not 
available. If the cause of the anuria is 
known—e.g., intoxication, burns, the hep- 
atorenal syndrome—it must first be de- 
cided whether dialysis would not enfeeble 
the patient too much. If the general con- 
dition is greatly reduced, the heart and 
vessels at the lowest limit of efficiency, 
nothing can be expected from the dialysis. 
I wish to emphasize the fact that the same 
holds good if inflammatory processes take 
place in the vicinity of the peritoneum, 
because they heighten the danger of peri- 
tonitis. The cardinal indication in the 
presence of anuria is, as has been men- 
tioned, the sudden occurrence of uremia 
as a symptom of intoxication (for in- 
stance, sublimate corrosive mercuric chlo- 
ride poisoning, which primarily affects 
the tubular system). The second is uremia 
occurring as a complication of incompati- 
ble blood transfusion and certain lesions; 
this group can be summed up under the 
term “lower nephron nephrosis” (Cases 1, 
3, 8, 10, 11, 12 and 15). 

The second indication is uremia with 
extreme oliguria. Dialysis as a means of 
detoxication can be of good service here, 
provided that the patient has a reversible 
renal lesion (Cases 2, 6, 7, 14 and 17). 

The third indication is severe intoxica- 
tion by a soporific drug, when secretion 
of the chemically traceable toxins can be 
increased to such an extent that the pa- 
tient can be kept alive (Cases 5, 9, 13 and 
16). 

REPORT OF CASES 


CASE 1.—G. E., a 30-year-old woman, at- 
tempted suicide on Dec. 5, 1950, by taking 10 
to 15 Gm. of corrosive mercuric chloride. She 
was admitted to a medical ward on the same 
day. There was a severe toxic picture, with 
eschars in the mouth and on the epiglottis. 
The patient was anuric a few hours after ad- 
mission to the ward. The customary medical 
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therapy was immediately given, and BAL 
(British antilewisite) was administered. Next 
day the patient was still anuric, and peritoneal 
dialysis was suggested—first, in view of the 
early appearance of anuria (the value for non- 
protein nitrogen was already 130 mg. per 
hundred cubic centimeters on the second day 
after the intoxication) ; second, in view of the 
inefficiency of other surgical measures, such 
as decapsulation of the kidney, and third, be- 
cause an artificial kidney (a complicated appa- 
ratus consisting of celluloid tubes) was not 
available. Since the prognosis was unfavorable, 
peritoneal dialysis was initiated on the fourth 
day after the intoxication (i. e., the third day 
of anuria). The irrigation functioned through- 
out twelve hours; then the outflow was 
blocked. The abdomen distended gradually, 
assuming a shape suggestive of ascites. The 
outflow tube was expanded, partly extracted 
and irrigated, but all was of no avail. Once 
more the patient was laid on an operating 
table. The outflow tube was, for reasons of 
sterility, not extracted, but another laparoto- 
my incision was made in the mesogastric re- 
gion for an outflow tube. Several liters of 
fluid were discharged, followed by the omen- 
tum. After its reposition it was fastened to 
the abdominal wall and a tube was inserted. 
Next day the outflow was again blocked; we 
did not wait, however, but exchanged the first- 
inserted outflow tube for another. From this 
time on, the continuous irrigation functioned 
smoothly for twelve days. The fluid intro- 
duced totaled about 100 liters, about 80 per 
cent of which could be regained. After thirteen 
days of irrigation the peritoneal dialysis was 
removed, having served its purpose. The pa- 
tient remained completely anuric during the 
first five days of dialysis (i. e., anuria had 
been present for nine days already). On the 
ninth day after the intoxication, the sixth 
after the initiation of dialysis, 30 cc. of bloody 
fluid could be obtained from the bladder 
through a catheter. On the tenth day, 140 
cc. of urme was yielded; it was at first 
bloody, later grayish, and contained abundant 
necrotic elements. 

The amount of urine during the subsequent 
three days increased gradually to 500 cc. a 
day, finally reaching 800 cc. on the thirteenth 
day after the intoxication. On account of the 
bad quality of the urine (specific gravity 
1.005-1.007) the peritoneal dialysis was con- 
tinued for three days after diuresis had al- 
ready set in. The level of nonprotein nitrogen 
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decreased gradually. Four weeks had passed 
before it fell to 50 mg. per hundred cubic 
centimeters; after two more weeks it dropped 
to 29 mg. The patient showed no symptoms of 
peritonitis during the irrigation. Defecation 
was normal from the third day on. 

On the seventh day after the poisoning, the 
general condition of the patient suddenly de- 
teriorated. On the eighth day, edema of the 
nephrotic type appeared. According to cus- 
tomary usage, concentrated dextrose was ad- 
ministered intravenously. This fact may have 
been important, because the electrolyte balance 
was thereby favorably influenced. Two blood 
transfusions were likewise well accepted. On 
the thirteenth day after the intoxication—the 
day beyond which a kidney affected by corro- 
sive mercuric chloride usually does not sur- 
vive—diuresis set in to a sufficient degree. The 
nine days of anuria and the two days of severe 
oliguria no doubt had their source in the nec- 
rotic process in the uriniferous tubules. The 
period of regeneration of the uriniferous tu- 
bules is a relatively short one, ranging from 
eight to thirteen days. As patients in such 
cases as this generally die between the fifth 
and the ninth day on account of anuria, it 
can justly be assumed that this critical period 
(in our case between the ninth and the 
thirteenth day) can indeed be surmounted by 
the dialysis. During the twelve days of con- 
tinuous dialysis, an amount of nonprotein ni- 
trogen ranging from 5 to 9 Gm. daily could 
be removed by the irrigation fluid. 


CASE 2.—C. O., a 37-year-old woman, had 
had icterus eight years before admission to 
this hospital, which soon disappeared. Extir- 
pation of the uterus had been performed in 
1950 for carcinoma, followed at first by im- 
provement of the general condition but later 
by fatigability and loss of weight until, in 
1952, there occurred anuria and a sudden dis- 
order of consciousness and the patient was 
admitted to this hospital. 

Her general condition was poor. The skin 
and the visible mucous membranes were pale. 
The patient was comatose and unresponsive. 
Examination of the head revealed no abnor- 
mality. There was rigidity of the neck muscles. 
The lower part of the dorsal column was sensi- 
tive to percussion. The heart was of normal 
size and configuration, with a heaving apical 
beat, pericardial friction and a loud first sound 
above the apex. The liver and spleen showed 
no pathologic change. The hypogastrium 
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was tense and somewhat sensitive to pressure. 
Hyperreflexia of the extremities was observed. 
The blood pressure in millimeters of mercury 
was 185 systolic and 80 diastolic; lumbar punc- 
ture showed clear fluid, fluid overpressure (20 
ce. withdrawn). Pandy’s test and Nonne 
Apelt’s gave negative results; there were no 
leukocytes. The value for blood sugar was 
100 mg. per hundred cubic centimeters. Gyne- 
cologic examination revealed postoperative sta- 
tus (radical operation after Wertheim, with 
local recidivity). Urologic tests showed 800 
ec. of clear urine in the bladder. In cysto- 
scopic study, no methylene blue was visible 
after fifteen minutes. Bilateral ureter cathe- 
terization showed insurmountable obstacles at 
heights of 3 and 5 cm. No intravenous uro- 
gram was made, owing to the great amount of 
nonprotein nitrogen (224 mg. per hundred 
cubic centimeter). The diagnosis was clear; 
the kidneys were insufficient in consequence 
of damming up. There was bilateral hydro- 
nephrosis due to a locally recurrent carcinoma 
of the uterus. In view of the uremia, the pa- 
tient’s relatives urged initiation of peritoneal 
dialysis despite the warning that the patient’s 
life could be preserved only as long as the 
dialysis functioned and that, therefore, any 
success was restricted in advance. On the first 
day after the initation of dialysis the non- 
protein nitrogen volume dropped to 185 mg. 
per hundred cubic centimeters; the patient 
was subjectively improved and became respon- 
sive. On the third day the nonprotein nitrogen 
fell to 121 mg., and the patient showed further 
subjective improvement. The daily excretion 
of urine varied between 500 and 600 cc. Iso- 
sthenuria was present, the specific gravity 
ranging between 1010 and 1012. On the 
seventh day the value for nonprotein nitrogen 
returned to 94 mg. Fourteen to 24 liters of 
irrigation fluid passed through daily. The 
amount of nonprotein nitrogen excreted into 
the irrigation fluid averaged 4 to 8 Gm. daily, 
the total albumin level in the blood fell from 
8.4 to 6.5 per cent. The blood chlorides re- 
mained within normal limits. The potassium 
level was sometimes somewhat lowered. In 
the succeeding two weeks, at satisfactory func- 
tion of the peritoneal dialysis, serum nonpro- 
tein nitrogen fell to 89 mg. After the dialysis 
had progressed satisfactorily for twenty days 
and bothe bilateral renal fistulization and 
Coffey’s implantation had proved ineffective, 
owing to the local recurrence, the dialysis 
was discontinued. The patient died with symp- 
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toms of circulatory insufficiency. 

Autopsy revealed an abdominal perietal scar 
remaining from total extirpation of the uterus 
and its adnexae for carcinoma six months ante 
mortem. Recurrent pelvic carcinoma was pres- 
ent, with severe stenosis of the ureter and 
other structures. 


Comment.—This patient had bilateral 
hydronephrosis due to local recurrence of 
surgically removed carcinoma of the uter- 
us. On account of the uremia already pres- 
ent, the dialysis was only temporarily effi- 
cient and was primarily performed at the 
request of the patient’s relatives. The pa- 
tient survived a full twenty days, during 
which there was a remarkable regression 
of the uremia. It was not until the ces- 
sation of the dialysis that she died. 


CASE 3.—F. N., a 22-year-old man, was ad- 
mitted to another hospital because of anuria 
on Feb. 27, 1951. Osteomyelitis had been 
present for ten years. The patient had also 
from time to time been under medical treat- 
ment in recent years for gastric disorders and 
vomiting. He was transferred to us on March 
2 for peritoneal dialysis because of anuria of 
seven days’ duration, with a serum nonprotein 
nitrogen level of 301 mg. per hundred cubic 
centimeters. There were two large abscesses 
on the right thigh, which had originated, as a 
roentgenogram disclosed, in the osteomyelitis. 

On admission the patient was somnolent and 
had no sensibility to pain. There was a 
swelling the size of a man’s fist in the right 
hip region, which was diagnosed as a fluctu- 
ating abscess. 

After the abscesses had been opened and 
had sufficiently discharged, the dialysis was 
immediately initiated. A daily inflow rate 
of 11 to 24 liters of irrigation fluid con- 
trasted with 8 to 19 liters of outflowing fluid. 
The value for serum nonprotein nitrogen fell 
to 82 mg. per hundred cubic centimeters on 
the seventeenth day; during a period of twenty 
days—corresponding to the duration of the 
dialysis—no urine was voided by the patient. 
He was subjectively in relatively good condi- 
tion. The blood chlorides stayed at the lower 
level between 585 and 618 mg. per hundred 
cubic centimeters, the total serum albumin 
volume varied from 5 to 6 per cent, and the 
excretion of nonprotein nitrogen into the irri- 
gation fluid averaged 4 to 5 Gm. daily. As the 
diagnostic data suggested amyloidosis of both 
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kidneys due to the existing osteomyelitis, 
retrograde pyelographic studies were not made 
earlier than the eighth day. The retrograde 
pyelogram showed the elongated calyces so 
characteristic of cystic kidneys. It was de- 
cided, therefore, to lay bare the left kidney on 
March 12, as the dialysis was functioning 
smoothly. A cystic kidney was not found, but 
amyloid nephrosis was histologically verified. 
Although we were aware of the inefficiency 
of the dialysis, it was nevertheless continued 
for ten days. On the eighteenth day the non- 
protein nitrogen increased and the patient’s 
condition deteriorated quickly, so that the 
dialysis was stopped on the twentieth day. The 
patient died on the same day. Autopsy revealed 
(1) amyloidosis of the kidney, adrenal glands 
and spleen, (2) chronic osteomyelitis of the 
right tibia and femur and (3) uremia. 


Comment.—This patient had amyloido- 
sis of both kidneys due to long-existing 
osteomyelitis. The duration of the dialysis 
was twenty days, its function was war- 
ranted all the time. The nonprotein nitro- 
gen could be lowered from 301 to 82 mg. 
per hundred cubic centimeters. The pa- 
tient was completely anuric for twenty- 
seven days, with greatly reduced and con- 
trolled uremia. A successful dialysis could 
undoubtedly have been expected on account 
of its long duration, provided the renal 
injury had been a reversible one. 


CASE 4.—R. W., a 64-year-old woman, was 
admitted to a medical ward on account of de- 
compensated hypertonia and cirrhosis of the 
liver. Cardiac disturbances due to physical 
exertion had existed for three years. During 
the four weeks prior to admission these in- 
creased; temporary nausea and loss of appetite 
had brought about admission to the hospital. 
The patient was in good general condition. 
The lungs showed emphysema and basal moist 
rattling. Both sides of the heart were dilated, 
with aortal configuration and a systolic ral# 
above the apex. The abdomen was ascitic; 
the liver was relatively small and was difficult 
to locate because of the ascites. There was 
edema of both legs. The patient was under 
continuous medical treatment from October 
1950 to early February 1951. As the cirrhosis 
was now predominant, a peritoneal dialysis 
at the existing normal nonprotein nitrogen 
volume was initiated as a means of detoxica- 
tion and of draining the ascites. Since the 
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six-day duration of the dialysis produced no 
improvement of the bad physical condition, it 
was stopped. Presumably the considerable loss 
of albumin caused by the peritoneal dialysis, 
with ascites and an abnormal cardiac condi- 
tion already present, had its share in the 
failure. The patient died, and the diagnosis 
at autopsy was postatrophic cirrhosis of the 
liver. 


CASE 5.—F. S., a 44-year-old man, was 
taken, unconscious, by ambulance to a medical 
ward. Physical examination revealed soporific 
intoxication, caused by 30 tablets of 0.3 
hypnoral. The patient’s general condition was 
essentially normal. Since physical examination 
had revealed severe soporific intoxication, a 
peritoneal dialysis, as a means of detoxication, 
was carried out for four days. On the third 
day of dialysis the patient showed intensifica- 
tion of the reflexes and activity. On the fourth 
day the patient was completely responsive. 
and the dialysis was stopped. The amount of 
irrigation fluid averaged 18 to 20 liters daily. 
During these four days, a total of 6.8 Gm. 
diethylbarbituric acid was withdrawn from the 
body by the irrigating fluid. This is a much 
larger quantity of barbituric acid than is 
excreted daily into the urine; it represents, 
therefore, faster detoxication of the body. 


Comment.—The attempt to wash out the 
toxin by means of dialysis was made be- 
cause we had to deal with an extremely 
severe soporific intoxication and the cus- 
tomary medical measures seemed inade- 
quate in advance. Judging from the 
amount of barbituric acid in the irriga- 
tion fluid, the attempt was not unsuccess- 
ful. 


CASE 6.—T. T., a 51-year-old woman, was 
admitted to the hospital on account of chronic 
nephritis, with a systolic blood pressure of 
250 mm. of mercury, which had existed for 
several years, and isosthenuria. For ten years 
there had been increasing respiratory distress, 
insomnia and vomiting. On admission the pa- 
tient’s general condition was considerably re- 
duced; the skin was ashen, the mucous mem- 
branes pale and the sensorium dull. The left 
side of the heart was dilated. The liver was 
enlarged. There was peritibial edema of both 
legs. The blood pressure in millimeters of 
mercury was 250 systolic and 120 diastolic. 
The value for nonprotein nitrogen was 123 
mg., and that for chlorides 520 mg., per hun- 
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dred cubic centimeters. A blood count revealed 
2,700,000 erythrocytes per cubic millimeter. 
During one week the nonprotein nitrogen rose 
to 182 mg. per hundred cubic centimeters (ad- 
vanced oliguria). During a period of four 
days, the blood nonprotein nitrogen could be 
lowered from 182 to 91 mg.; the general 
condition of the patient, however, was so bad 
that she died on the fifth day after iniation of 
dialysis. Autopsy revealed nephrocirrhosis, 
chronic nephritis and arteriosclerosis. 


CASE 7.—H. L., a 52-year-old man, was ad- 
mitted to the hospital on account of a uremic 
clinical picture. He had had renal disease sinc2 
1944. On admission he was dull, disoriented 
and oliguric. Dialysis was initiated when the 
serum nonproten nitrogen level was 208 mg. 
per hundred cubic centimeters. After five 
hours the patient died with symptoms of cere- 
bral edema, although 9.5 Gm. of nonprotein 
nitrogen was excreted into the irrigation fluid. 
Autopsy revealed nephrocirrhosis and chronic 
pyelonephritis. 


CASE 8.—F. B., a 45-year-old man, was ad- 
mitted to the hospital on account of icterus. 
He had had shaking chills for three days and 
temperature as high as 39 C. (102.2F.), with 


nausea and loss of appetite. 

His condition was essentially normal except 
for a somewhat enlarged liver. The value for 
nonprotein nitrogen was 288 mg., and that for 
xanthoprotein 140 mg., per hundred cubic 
centimeters. The value for serum diastase was 
32 units. The Weltmann reaction was normal. 
The indican test gave a positive result. Since 
both anuria and advanced icterus were pres- 
ent, a hepatorenal clinical picture was assumed 
and peritoneal dialysis was initiated on ad- 
mission. However, even the peritoneal dialysis 
was not able to influence the serious comatose 
state, so that it was stopped after one day. 
The patient died in coma. Autopsy revealed 
hyperacute hepatitis and interstitial nephritis. 


CASE 9.—I. A., a 26-year-old woman, was 
admitted to the hospital unconscious. On ad- 
mission it was learned that the patient was 
epileptic and had taken 100 tablets of Hydantal 
in an attempt at suicide. Fourteen hours later 
she was transferred to a medical ward, whence 
she was transferred to us for peritoneal dialy- 
sis. 

There were no abnormalities except for 
missing reflexes and severe circulatory col- 
lapse. The peritoneal dialysis was initiated as 
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Roentgenogram taken in one of a series of 17 
cases in which peritoneal dialysis was employed 
for detoxication. 


a means of detoxication and functioned well 
throughout twenty-three hours. The patient 
died, however, of the severe intoxication and 
cerebral edema, which was later verified by 
autopsy. 


CASE 10.—L. F., a 62-year-old woman, was 
admitted to the hospital because of pains in 
the dorsal region and hematuria with sus- 
pected tumor. The past history was noncon- 
tributory. The patient was in fairly good 
general condition; the skin and the visible 
mucous membranes were normally supplied 
with blood. The heart was dilated as a whole. 
There was pulmonary emphysema. The ab- 
domen was greatly distended. Neither kidney 
was palpable. Roentgen study suggested a left- 
sided renal tumor. The cyanine test showed 
fairly good function of both kidneys. The 
procedure produced no evidence that the diag- 
nosis of tumor could be excluded with cer- 
tainty; a nephrectomy, therefore, was resolved 
upon. On the sixth postoperative day the 
patient’s general condition deteriorated and 
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the nonprotein nitrogen level (86 mg. per 
hundred cubic centimeters) increased gradu- 
ally, soaring to 169 mg. during the succeed- 
ing days. The initiation of peritoneal dialysis 
was therefore decided upon. It was carried out 
within a period of six days and functioned 
well. The value for nonprotein nitrogen could 
be fixed at a rate of 100 mg. per hundred 
cubic centimeters. The dialysis was stopped 
on the sixth day, because it seemed manifest 
that the patient had a right-sided pyelonephri- 
tic contracted kidney, i. e., irreversible damage 
to the parenchyma of the right kidney. The 
patient died on the following day. Autopsy 
revealed both kidneys to be pyelonephritis and 
contracted. 


CASE 11.—W. K., a 25-year-old man, was 
given some powder by a friend on July 10, 
1951, for a severe headache. (Judging from 
the course of the disease, an earlier date: is 
probable.) The patient noticed a burning and 
itching feeling, drank water and vomited sev- 
eral times. Polyuria and, later, diarrhea de- 


veloped. It became apparent that the patient’s 
friend, a photographer, had given him corro- 
sive mercuric chloride by mistake. The patient 
was admitted to a medical ward on July 11, 


1951, according to his statement exactly 
twenty-nine hours after the poisoning. He 
was immediately given British antilewisite in 
large doses. On the evening of July 11, i. e., 
one day after the poisoning, he was completely 
anuric. On the second day the nonprotein ni- 
trogen level rose to 86 mg. per hundred cubic 
centimeters. The blood pressure was 140 sys- 
tolic and 90 diastolic. Examination of the 
serum revealed 7.42 mg. of albumin, 12.5 mg. 
of calcium, 22.95 mg. of pottasium and 237.5 
mg. of cholesterol per hundred cubic centi- 
meters. The anuria continued on the second 
day after the poisoning, so that the patient 
was transferred on the following day to a 
urologic ward. There were diffuse hemor- 
rhages in the mucous membranes of the epig- 
lottis and the laryngopharynx and apparently 
deep-reaching areas of necrosis; furthermore 
there was severe melena. On account of the 
anuria, which had been present two days, a 
peritoneal dialysis was initiated on July 13, 
(i. e., on the third day after the poisoning). 
The nonprotein nitrogen level rose to 111 mg. 
on July 13. After our first case we had modi- 
fied the technic of dialysis in such a way that 
we paid special attention to the outflow. This 
means that thereafter we inserted two Nela- 
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ton’s catheters of about 26 caliber through the 
left-sided hypogastric laparotomy into the 
pouch of Douglas, believing that with this 
method one catheter forms a kind of roof ove) 
the other and thus prevents adhesions of the 
omentum. For irrigation we used, per 1 liter 
of Ringer’s solution, plus 1 per cent dextrose, 
plus 0.2 per cent heparin, plus 0.05 per cent 
streptomycin and 10,000 units of penicillin, 
plus 50 cc. of 3.8 per cent sodium citrate. On 
the first day, 8,000 ce. of fluid flowed in and 
5,000 cc. flowed out. The general condition of 
the patient was relatively good. On the follow- 
ing day (July 14) mild hematemesis de- 
veloped; otherwise the condition remained un- 
changed. On July 15 the value for nonprotein 
nitrogen was 98 mg. On July 16 edema ap- 
peared; there was an increased discharge of 
blood vomiting and of blood in the stools. The 
antilewisite medication was continued. On the 
evening of July 17 (the seventh day after the 
poisoning and the fifth after initiation of 
dialysis) 47 ec. of whitish gray urine could 
be obtained by catheter. The urine contained 
abundant albumin; the sediment contained cell 
detritus and leukocytes. The edema gradually 
disappeared and the nonprotein nitrogen level 
reached 84 mg., its lowest during the dialysis. 
Because of the still existing hematemesis some 
blood transfusions were performed. Since after 
blood transfusions only a short-lasting im- 
provement of the general condition sets in 
and the stypti¢ effect fails to show, we de- 
cided to omit heparin from the irrigation fluid 
despite the risk of endangering the smooth 
functioning of the dialysis. The general condi- 
tion remained unchanged during the following 
days; the urine output was 190 cc. in twenty- 
four hours. On the evening of July 22 there 
was a further deterioration of the patient's 
general condition despite disappearance of the 
edema and increase of the urine output. Even 
another large-scale blood transfusion produced 
no visible improvement. Gathering from the 
unvarying sequence of the drops in the inflow 
and outflow tubes, more and more fibrinous 
adhesions must have developed, so that only 
a duct-shaped surface available for dialysis 
could be supposed to exist between the inflow 
and the outflow. The rapidly increasing non- 
protein nitrogen content (182 mg.) made the 
inefficiency of the dialysis more and more evi- 
dent. At the same time, the daily amount of 
nonprotein nitrogen excreted in the irrigation 
fluid dropped from 9 Gm. to 1 Gm. Conse- 
quently, the free peritoneum was not suffi- 
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ciently irrigated, a fact that no doubt resulted 
from the omission of heparin and the conse- 
quent increase of fibrous coalescences in the 
peritoneum. Therefore, a little laparotomy in 
the left side of the mesogastric region was 
nade and a thick Nelaton catheter was in- 
serted into the noninflamed free peritoneal 
‘avity. There existed a communication be- 
-ween the still free peritoneal cavity and the 
wo outflow tubes in the left hypogastric 
‘egion. Thereupon, a little laparotomy was 
made in the linea alba above the navel, but 
vas met everywhere with adhesions of the 
mentum. The peritoneal cavity in this area 
vas closed again. Thereafter the left meso- 
rastric laparotomy was used for inflow, while 
he left hypogastric laparotomy was further 
ised for outflow. The inflow tube in the right 
nesogastric region was cut off in order to 
ceep it as a drain. 

On the evening of July 23 the patient’s 
general condition further deteriorated. Though 
the dialysis functioned, we had the impression 
that it was no longer effective. The increase 
in nonprotein nitrogen also accounted for this. 
Somnolence and feebleness of the circulation 
increased. The total urine output reached its 
highest rate (555 cc. in twenty-four hours) 
during the dialysis. On July 24, despite further 
deterioration, there were still 350 cc. of urine. 
The patient died in the afternoon, with the 
picture of severe general intoxication. Autopsy 
revealed, in addition to the alterations, charac- 
teristic of sublimate intoxication (such as 
traces of burning in the lower part of the 
esophagus and in the stomach and ulcer forma- 
tions in the region of the small and large 
intestine, as well as a cloudy swelling of the 
kidneys which is most characteristic of sub- 
limate poisoning) lobular pneumonia and signs 
of a not quite fresh diffuse peritonitis. The 
peritonitis was probably caused by the migra- 
tion of intestinal bacteria into the peritoneal 
cavity through the severely injured bowel wall. 
The ultimate cause of death was urinary toxi- 
cation. The sublimate toxication was verified 
chemically and by spectrum analysis. The 
amount of mercury found in the unemptied 
intestine was 9 y and was 12 y in the liver 
and both kidneys. 

Comment.—In this case, large doses of 
British antilewisite failed to control the 
severe necrosis in the region of the gastro- 
intestinal tract because it was adminis- 
tered too late. On account of the unim- 
peded effectiveness of the sublimate during 
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the first twenty-nine hours and its much 
too late chemical binding by the anti- 
lewisite, deep-reaching areas of necrosis 
and consequently serious organic altera- 
tions of the gastrointestinal tract resulted. 
This fact was also considered the cause of 
the severe uncontrolled intoxication lead- 
ing to death despite recovery from the 
renal shutdown. - 


CASE 12.—C. F., a 62-year-old man whose 
left kidney had been extirpated because of 
hypernephroma one year earlier, was admitted 
to our ward in an anuric state. The cause of 
anuria was a blocking ureterolith on the right 
side. The congestion could be removed by 
catheterization of the ureter. The ureterolith, 
however, could not be induced to leave. Anuria 
developed once more and was again remedied 
by catheterization of the ureter. When the 
catheter was removed the anuria developed 
again. After one and a half days it was de- 
cided to fistulize the one remaining kidney. 
The patient remained anuric, and on the fifth 
day a peritoneal dialysis, which functioned 
well throughout seven and one-half hours, was 
initiated because diuresis did not set in despite 
splanchnic anesthesia and existing renal fistu- 
las. The patient died uremic. Autopsy revealed 
uremia and necrotic cystopyelonephritis of the 
remaining kidney uremia. 


CASE 13.—G. R., a 25-year-old man, was 
brought by ambulance to a medical ward, un- 
conscious. Four hours prior to admission he 
had taken 40 to 60 Allonal tablets in an at- 
tempt at suicide. The patient was transferred 
to us for peritoneal dialysis on the same day. 
He was unconscious and breathing deeply. Cy- 
anosis, was present. The pulse was irregular. 
There were no reflexes. Peritoneal dialysis was 
initiated and functioned well throughout five 
days. On the second day the patient awoke 
from his deep unconsciousness. Besides activi- 
ty, all reflexes were present in an intensified 
degree. The dialysis was continued through 
two days as a means of detoxication and then 
stopped. After three weeks the patient was so 
far recovered that he could be dismissed for 
treatment in a psychiatric clinic. 


CASE 14.—J. H., a 52-year-old woman, was 
admitted to a medical ward because of uremia 
and pyelonephritic contracted kidneys. For 
three days the patient had had temperatures 
up to 40 C. (104 F.) and pains in the right 
renal region. On admission the general con- 
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dition was reduced; the skin and mucous mem- 
branes were pale and the sensorium somewhat 
dull. The lungs showed distinct emphysema 
and bronchitis. There was bilateral dilatation 
of the heart, with a systolic rale at the apex. 
The abdomen showed a scar from cholecystec- 
tomy. The right kidney bed was dull to per- 
cussion and pressure. The blood pressure in 
millimeters of mercury was 200 systolic and 
105 diastolic. The urine contained abundant 
leukocytes, erythrocytes, E. coli and cocci. The 
value for nonprotein nitrogen was 187 mg., 
and that for chlorides 602 mg., per hundred 
cubic centimeters. A blood count revealed 
2,400,000 erythrocytes per cubic millimeter. A 
roentgenogram of the kidneys showed that 
the right kidney’s hollow spaces were com- 
pletely filled with concrement. 

The patient was transferred to us for peri- 
toneal dialysis on account of uremia with 
safely assumed damage to the left kidney. The 
right kidney, according to urologic observa- 
tions, had ceased to function some time before. 
The peritoneal dialysis was carried out for 
four days, and the nonprotein nitrogen content 
was lowered to 168 mg. Pulmonary edema de- 
veloped, and, owing to the bad condition of 
the heart, dialysis was discontinued. The pa- 
tient ultimately died of pulmonary edema. Au- 
topsy revealed right nephrolithiasis and bi- 
lateral purulent cystopyelonephritis. 


CASE 15.—M. P., a 37-year-old woman, was 
admitted to a gynecologic ward because of 
vomiting and discharge of blood in the vagina. 
Physical examination disclosed incomplete 
abortion. On the second day in the hospital 
icterus developed, and on the third day com- 
plete anuria appeared. The patient was there- 
fore transferred to us for peritoneal dialysis. 
She was in bad general condition, icteric and 
anuric. When the peritoneal dialysis was in- 
itiated on Dec. 14, 1951, adhesions in the right 
lower quadrant of the abdomen were noticed. 
The nonprotein nitrogen was 113 mg. and 
could be lowered to 90 mg. in the succeeding 
days. Diuresis set in very slowly at a flow 
rate of 60 to 80 cc. and finally reached 150 cc. 
on December 20. The patient remained septic, 
and it was assumed that, despite larger doses 
of antibiotics, the septic process continued 
from the uterus. The question of extirpating 
the uterus was repeatedly taken into considera- 
tion, but the gynecologists regrettably refused 
consent. The urine output in the succeeding 
days remained between 100 and 200 cc. The 
sepsis continued. On December 25 peritoneal 
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complications took place, and the patient died 
on December 30. Autopsy revealed diffuse 
purulent peritonitis from endometritis and bi- 
lateral purulent salpingitis; a postabortive 
uterus; intestinal paralysis; universal icterus; 
degeneration of the renal parenchyma, and 
septicemia. 


Comment.—In this case sepsis had its 
source in a septic abortion, and the uterus 
was regrettably not extirpated. The sepsis 
found its climactic expression in icterus 
and anuria. The anuria, which lasted four 
days, could be interrupted by the dialysis. 
Despite sufficient diuresis, the sepsis in 
the body spread, as we assumed and as the 
postmortem examination proved, because 
of new septic attacks from the endometri- 
um and the salpinx. The clinical picture 
gave the impression that at one time, when 
diuresis increased, the renal damage could 
have been repaired if no new septic attacks 
had interfered. 


CASE 16.—N. R., a 68-year-old woman, was 
admitted unconscious to a medical ward. She 
was said to have taken 3 Gm. of veronal in an 
attempt at suicide. On the same day she 
was transferred to our ward for detoxication 
by peritoneal dialysis. The dialysis functioned 
well for six days, the flow averaging 6 to 12 
liters. On the second day after the initiation 
of dialysis the patient was active and the re- 
flexes were present and distinct. Broncho- 
pneumonia developed and was treated with 
penicillin. On the fourth day after the initi- 
ation of dialysis the patient opened her eyes 
from time to time and stirred. On the sixth 
day she was completely responsive. so that the 
dialysis could be discontinued. She was re- 
turned to the medical ward for further treat- 
ment of the pneumonia. Complete recovery 
followed. 


CASE 17.—G. J., a 26-year-old man, was 
admitted to the surgical ward of another hos- 
pital on account of cramplike pains in the 
gastric area and hematemesis. At first a hem- 
orrhagic ulcer was assumed to be present, but 
further physical examination disclosed that 
there was a uremic clinical picture, with an 
increase in urea content of 543 mg. per hun- 
dred cubic centimeters. As the acidosis with 
violent vomiting increased daily, the patient 
was transferred to us for peritoneal dialysis. 
He had undergone tonsillectomy and appendec- 
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omy, but stated that he had never had renal 
disease. He was somnolent. The blood supply 
9 the skin and the visible mucous membranes 
vas medium. The heart was markedly dilated 
‘hroughout, with enlarged pulsation and a 
eaving apex. There were presystolic, systolic 
nd diastolic rales above the whole field of the 
eart. No edema was present, and there were 
o varices. The medical observations suggested 
itium cordis with predominant aortal insuffi- 
iency. On admission the blood pressure in 
iillimeters of mercury was 150 systolic and 
0 diastolic. The value for nonprotein nitrogen 
ras 298 mg. per hundred cubic centimeters 
oliguria). Urinalysis gave a strongly posi- 
ive reaction for albumin; there were abun- 
ant leukocytes and erythrocytes, excessive 
ranulated cylinders and excessive E. coli. 
Jialysis was initiated and functioned well for 
even days, the flow averaging 14 to 24 liters 
1 twenty-four hours. The nonprotein nitrogen 
level could be lowered to 88 mg. per hundred 
cubic centimeters within seven days. Excretion 
ff nonprotein nitrogen in the irrigation fluid 
averaged 4 to 6 Gm. A blood count revealed 
3,800,000 erythrocytes and 23,000 leukocytes 
per cubic millimeter. The result of Sahli’s 


test was 5.5 per cent. The total value for blood 


albumin was 5.5 per cent. After discontinua- 
tion of the dialysis, the blood nonprotein ni- 
trogen varied around 90 mg. per hundred cubic 
centimeters and only later returned gradually 
to normal. The patient had polyuria, with a 
daily urine output of more than 2 liters and 
a specific gravity between 1,008 and 1,009. 
There was conspicuous hyperpiesia, the blood 
pressure ranging up to 210 systolic and 25 
diastolic. The creatinine clearance was 29.5 
cc. per minute; the urea clearance, 8.1 cc. per 
minute, or 15 per cent. The excretion index 
was 27.5 per cent; the chloride clearance, 0.3 
cc. per minute, the excretion index 1.1 per 
cent, the excretion index for water 4.1 per 
cent. Septic temperatures up to 39 C. (102.2 
F.) occurred intercurrently, apparently caused 
by a pyelonephritic attack from both sides. 
Defervescence took place after administration 
of aureomycin. 


Comment.—In this case there was an anu- 
remic clinical picture with severe valvular dis- 
ease of the heart. Endocarditis could not be 
verified. It is our opinion that there was 
chronic parenchymal damage in both the 
glomerular and the tubular apparatus as a 
residual effect of previous chronic nephritis. 
The uremic attack was interpreted as an acute 
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after-attack. The patient’s renal condition 
could not be considered cured, but a compen- 
sated stage of the chronic renal disease was 
achieved by the peritoneal dialysis, which 
simultaneously corrected the acidosis. 

Successes.—Considering that out of 17 
absolutely “hopeless cases” there were 5 
survivors, the results were not bad; no 
less important, however, are the- observa- 
tions made on the deceased. These obser- 
vations were: 

1. Peritoneal dialysis is able to replace 
the kidney’s function for twenty or more 
days. This means that a patient with com- 
plete anuria can be kept alive for weeks. 


2. Peritoneal dialysis is able to reduce 
thoroughly and reliably the urinary con- 
stituents associated with retention uremia 
(in the presence of uremia nonprotein 
nitrogen is the graduator of the uremic 
toxins). 

3. Peritoneal dialysis is able to increase 
the secretion of toxins (for instance, in 
cases of toxication by soporifics) to such 
an extent that the patient can be kept 
alive. 


A survey of the 17 cases reveals 5 abso- 
lute successes (Cases 1, 5, 13, 16 and 17). 
Excluding the cases of soporific toxication 
and the case of hepatic cirrhosis, in which 
a peritoneal dialysis was established for 
experimental reasons, there remain 12 
cases of renal disease. Seven out of the 12 
patients were anuric (Cases 1, 3, 8, 10, 11, 
12 and 15), and 5 were oliguric, with high 
nonprotein nitrogen levels (Cases 2, 6, 7, 
14 and 17). We were able to interrupt 
anuria in 4 instances (Cases 1, 3, 8, and 
10). One patient was completely cured 
of sublimate poisoning (Case 1). He was 
completely anuric for eleven days; the 
nonprotein nitrogen level, more than 100 
mg. per hundred cubic centimeters, could 
be reduced to 90 mg. and later toward 
normal. Of the 5 oliguric patients with 
high nonprotein nitrogen levels, 1 could 
be kept alive (Case 17). This patient had 
a uremic attack while suffering from 
aortal insufficiency and anamnestically 
probable chronic nephritis, with increase 
of the nonprotein nitrogen to 293 mg. per 
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hundred cubic centimeters. This acute 
state was overcome within seven days by 
dialysis, and a compensated renal condi- 
tion was achieved. Likewise, 3 other pa- 
tients with severe soporific intoxication 
(Cases 5, 13 and 16), in whom up to 2 
Gm. of barbituric acid, secreted into the 
irrigation fluid, could be traced, were 
cured completely. These are the actual suc- 
cesses. In addition to Case 1, in which the 
patient was cured of complete anuria, the 
anuria was interrupted in 3 cases; 1 of 
sublimate intoxication (Case 11), 1 of 
pyelonephritis (Case 10) and 1 of anuria 
following septic abortion (Case 15). Al- 
though in these 3 cases there was enough 
urine and diuresis was absolutely satis- 
factory, the patients died of other symp- 
toms; the patient with sublimate intoxica- 
tion died of hemorrhage caused by gastro- 
intestinal ulcer; the patient with pyelo- 
nephritis died of pulmonary edema, and 
the patient who had had a septic abortion, 
and whose uterus regrettably was not re- 
moved, died of diffuse peritonitis, The 
deaths of the oliguric patients who could 
not be kept alive (those in Cases 2, 6, 7 
and 14) were caused either by the irre- 
versibility of the renal process or by com- 
plications, such as pulmonary edema, oc- 
curring in the presence of bad circulation 
and peritonitis. But even in these cases a 
remarkable reduction of nonprotein nitro- 
gen level was achieved. 

In view of the recorded cases, I feel en- 
titled to state that even a simple method, 
in this series peritoneal dialysis, is capable 
of substituting for renal function for a 
certain length of time, which may eventu- 
ally lead to cure of reversible renal lesions. 
Furthermore, peritoneal dialysis is an ex- 
cellent means of rinsing out large quanti- 
ties of toxins from the body. 


SUMMARY 


Seventeen cases of peritoneal dialysis 
are reported, with 5 survivors (1 subli- 
mate poisoning, 1 acute attack of existing 
chronic nephritis, 3 soporific poisoning). 
A twenty-day substitution of dialysis for 
kidney function was achieved, with a re- 
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markable reduction of the nonprotein ni- 
trogen in blood and the rinsing out of 
toxin (derivatives of barbituric acid). 


RESUMEN 


Se comunican diecisiete casos-de dialisis 
peritoneal, con 5 sobrevivientes (1 envene- 
namiento por un sublimado, 1 ataque agudo 
de nefritis crénica, 3 envenenamiento so- 
porifico). Una substitucién de viente dias 
de didlisis por la funcién renal fué llevada 
a cabo con una reduccion notable del nitré- 
geno no proteico de la sangre y un lavado 
de la toxina (derivados de acido barbitu- 
rico). 


SUMARIO 


Sao registrados 17 casos de dialise peri- 
toneal com cinco sdbrevidas, sendo tecido 
varios comentarios pelo autor sobre o as- 
sunto. 


RESUME 


L’auteur rapporte 17 cas de dialyse péri- 
tonéale avec 5 cas de survie. Un cas a 
subi une dialyse pendant 20 jours avec un 
succés remarquable. 


ZUSAM MENFASSUNG 


Es wird iiber 17 Faille berichtet, die 
einer peritonealen Dialyse unterzogen 
wurden und von denen 5 am Leben blieben 
(ein Fall von Sublimatvergiftung, ein 
Kranker mit einem akuten Anfall einer 
bestehenden chronischen Nierenentziin- 
dung, und drei Falle von Schlafmittelver- 
giftung). Es gelang, die Dialyse fiir 20 
Tage als Ersatz der Nierenfunktion anzu- 
wenden, wobei eine betrachtliche Herabset- 
zung des Reststickstoffs im Blut und eine 
Ausspiilung von Toxinen (Barbitursaure- 
derivate) erfolgte. 


RIASSUNTO 


Vengono riportati 17 casi di dialisi peri- 
toneale con 5 sopravvissuti (un avvelena- 
mento da sublimato, un caso di insufficien- 
za renale acuta in un nefritico cronico, 
tre avvelenamenti da sonniferi). La diali- 
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i peritoneale fu mantenuta per 20 giorni 
con una notevole riduzione dell’azotemia 
1 eliminazione di tossine (derivati di aci- 
| barbiturici). 
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Treatment of Erb-Goldflam Myasthenia 


by. Denervation of the Carotid Sinus 


A. THEVENARD, L. LEGER AND J. M. MARQUES 
PARIS, FRANCE 


E herewith report the results of a 
W study of 13 cases of bulbospinal 
myasthenia treated by denervation 
of the carotid sinus. This series began in 
May 1943, the date on which denervation 
was practiced for the first time in the 
treatment of this disease. We have delayed 
this report until June 1951 in order to 
allow a sufficient postoperative interval. 
These 13 cases represent the total number 
of patients coming under our common ob- 
servation both preoperatively and _ post- 
operatively. 

There were no deaths from denervation 
or its sequelae. Two of the patients died 
twenty-four hours after thymectomy; 1 
from the removal of a voluminous, malig- 


nant thymoma, the other from systematic 
ablation of the thymus executed by others. 
With regard to the 11 other patients, we 
are in regular correspondence, and most 
of them submit to periodic examinations. 
The results in these 13 cases could be clas- 
sified as follows: 


Considerable improvement 

Some improvement 

Failure 

We wish to state at the beginning that 
this figure, 61.5 per cent of favorable re- 
sults, does not have absolute statistical 
value. The series is too short and our 
observations are too varied for it to be 
otherwise. It is possible, however, to con- 
front our percentage of improvement with 
that observed in comparable cases by 
Eaton and Clagget: 35.5 per cent after 
thymectomy, 28.5 per cent after purely 
pharmacologic treatment. Owing to the 
lack of sufficient electrologic or biologic 
criteria, the degree of improvement can 
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be appreciated by means of the clinical 
observations, as follows: 

1. Degree of recuperation of motor pos- 
sibilities. 

2. Quality of the subjective and objec- 
tive signs of residual myasthenia. 


3. Satisfactory tolerance of the suppres- 
sion of prostigmine, or evaluation of the 
dosage of this substance, a daily dose of 
which remains necessary. 

4. Stability of results obtained. 

Our observations consist of 10 cases of 
typical bulbospinal myasthenia and 3 cases 
of pure ophthalmoplegia. We present these 
observations, greatly condensed, under 
two main groupings. 


I. TYPICAL BULBOSPINAL MYASTHENIA 


CASE 1.—Lieutenant de C., suffered a sud- 
den onset of myasthenia, ophthalmoplegia and 
extreme fatigability of the muscles of the ex- 
tremities and of the masticators. Bilateral 
denervation was done six months after the on- 
set of symptoms. Complete cure was obtained 
six months after the second intervention, 
maintaining itself for the next four years. 

In October 1947, five months after the onset 
of disease, this 23-year-old man could not leave 
his bed except for a few minutes in the fore- 
noon, despite a daily intake of 2 tablets and 
4 ampules of prostigmine. Jolly’s reaction 
to the electrical examination of the muscles 
was observed. There was no roentgen thymic 
picture. Denervation of the right carotid si- 
nus was done on November 10 and denervation 
of the left on December 9. Improvement was 
noticeable a few days after the first interven- 
tion, and the patient improved rapidly after 
the second denervation. Eight days after the 
second intervention the patient could take care 
of himself; he was able to shave and dress 
himself, and he could take a walk in the 
garden after 1 tablet of prostigmine. He left 
the hospital on Jan. 4, 1948, taking only 2 
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tablets of prostigmine daily. This was dis- 
-ontinued in May and was never resumed. In 
une 1948 this officer was able to resume his 
ities as the head of an infantry company. 
ince that time his letters have confirmed the 
vaintenance of the cure. 
CASE 2.—Adeline M. had bulbar myasthenia 
ith chronic polyarthritis. There was no thy- 
, ic picture. Bilateral denervation was done 
irteen months after the onset of symptoms. 
mmplete cure of the persistent myasthenia 
is apparently maintained eight months after 
e intervention. Note that the polyarthritis 
is favorably influenced by the denervation. 
CASE 3.—Liliane C. had a very severe form 
myasthenia. Denervation was performed 
vo months after the onset of symptoms (bi- 
teral denervation done in March and April). 
omplete cure was evident four months after 
e second intervention. Roentgen studies re- 
xaled the development of a tumor to the left 
f the cardiac shadow. The picture was that 
‘ thymoma. Roentgen therapy was employed 
t intervals but was not followed by any new 
volution of the myasthenia. For almost a 


ear the patient led a normal life, but in De- 
ember 1951 she was observed to present clin- 
eal and roentgen evidence of a large tumor 


f the left hemithorax. The results of neuro- 
logic examination were exactly the same as 
in November 1948. The patient had not been 
taking prostigmine, for which she had experi- 
enced no need. Thoracotomy was done on Jan. 
11, 1951, by Dr. Sauvage. After preparation 
and perfusion with prostigmine, removal of a 
voluminous tumor sheathing the left lung was 
accomplished. Histologic examination of the 
specimen revealed a malignant thymoma. 
Death occurred twenty-four hours later, ow- 
ing to respiratory accidents which developed 
suddenly within one-half hour. 

The main point in this observation is the 
dissociation during the postoperative period 
between the myasthenia (the symptoms of 
which disappeared) and the thymic tumor, the 
development of which continued. This leads us 
to suggest that the sinus denervation was 
capable of causing the disappearance of the 
myasthenia, while at the same time a develop- 
ing thymoma continued to grow. However 
important may be the remission between this 
sinus and the complex glandular pathologic 
condition which so often accompanies myas- 
thenia, there exists between this disease and 
the neoplastic hypertrophy of the thymus no 
sharp independence, no strict parallelism. 
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CASE 4.—Suzanne T. had myasthenia with 
ophthalmoplegic onset and serious bulbar evo- 
lution. Denervation of the right carotid sinus 
was done five years after the onset of symp- 
toms; denervation of the left, one year later. 
Noticeable improvement occurred and per- 
sisted for eight years after the second inter- 
vention. This patient led the normal life 
of a married woman, having complete control 
of her home except for heavy tasks. At the 
time of writing there are a few persistent, 
objective symptoms of residual myasthenia; 
the force of the palpebral and periorbital mus- 
cles is diminished. After prolonged conversa- 
tion the voice becomes loud and nasal. The 
daily dose of prostigmine, 3 tablets, has re- 
mained unchanged for the past seven years. 

CASE 5.—Yvonne E. had myasthenia with 
ophthalmoplegic onset and bulbar evolution. 
Unilateral denervation was done six years 
after the onset of symptoms. Improvement 
appeared stationary ten months after the op- 
eration. 

CASE 6.—Eugene J. showed late appearance 
of myasthenia. The onset was cervicoscapular, 
with serious bulbar evolution. Bilateral de- 
nervation was done eight years after the onset 
of symptoms, with noticeable improvement 
which has maintained itself for the last five 
years. The patient leads a normal life, but 
somewhat slowed. She takes daily walks, but 
without fatigue. Nevertheless, at the age of 
67, she was able to take a fifteen-day trip in 
Spain in the autum of 1950. The daily dose 
of prostigmine during the last four years has 
been from 5 to 6 tablets. 

CASE 7.—The patient in this case had myas- 
thenia with early bulbar symptoms. Bilateral 
denervation was done three years after the 
onset of symptoms. There has been insufficient 
improvement and no durability. We have 
learned lately of the death of this patient 
forty-eight hours after thymectomy. A thy- 
mus was removed which weighed 26 Gm. and 
showed signs of hyperplasia. 

CASE 8.—Michele de P. had myasthenia of 
ophthalmoplegic onset, involving all four ex- 
tremities, with discrete bulbar signs. The con- 
dition showed aggravation in the second 
month of the third pregnancy. Bilateral de- 
nervation was done in the third month of 
pregnancy, thirteen months after the onset of 
symptoms. There was some transitory im- 
provement, but aggravation of symptoms oc- 
curred after delivery. New improvement has 
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been observed, coinciding with the fourth preg- 
nancy. 

We have classified this case, momentar- 
ily at least, as unsatisfactory. In fact, 
during the period following the denerva- 
tion, we were uncertain as to the influence 
of the intervention. The transitory im- 
provement may have followed the develop- 
ment of the pregnancy. The ulterior evo- 
lution seems to justify this concept: 
postpartum recurrence of the myasthenia 
following new improvement two months 
after the onset of a new pregnancy. 

CASE 9.—Raymond B. had _ postserotherapy 
myasthenia. The onset was marked by great 
fatigue and ophthalmoplegia. Bulbar evolu- 
tion was apparently not influenced by bilateral 
denervation done fifteen months after the on- 
set of symptoms. The absolute exceptional 
cause of the disease in this case makes it 
unique in the literature, but it does not per- 
mit us to separate it from the authentic Erb- 
Goldflam disease, and we have no reason to 
classify it among the failures of denervation. 

CASE 10.—Hubert M. had myasthenia of 
scapulobrachial onset, followed in a few 
months by ophthalmoplegia and bulbar dis- 
turbances. Bilateral denervation was done 
eleven years after the onset of symptoms, with 
no noticeable results. 


II. PURE OPHTHALMOPLEGIA 


We now report 3 cases in which the 
indications for denervation of the impor- 
tant ophthalmoplegias are reduced, since 
the patients are insufficiently influenced 
by prostigmine: 

CASE 11.—Pierre T. had myasthenia begin- 
ning with transient diplopia, after which al- 
most total bilateral external ophthalmoplegia 
occurred. Unilateral denervation was done 
sixteen months after the onset of symptoms 
and an approximately complete cure was ef- 
fected two years later, which has remained 
unchanged. 

CASE 12.—Genevieve L. had ophthalmoplegic 
myasthenia. Bilateral denervation was done 
nine and fifteen months after the onset of 
symptoms. Cure was practically complete after 
the second procedure, maintaining itself two 
years after. 

CASE 13.—Le M. had ophthalmoplegic myas- 
thenia appearing fifteen years after bulbo- 
spinal, spontaneously cured myasthenia. Bi- 
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lateral denervation was done eleven years afte: 
the onset of the ophthalmoplegia. Insufficien: 
and brief improvement was observed durin; 
the ensuing two months. 

The postoperative evolution has tw« 
phases, regression and stabilization. 

The sthenic effect of the interventioi 
occurred in all but 1 of our 13 patients 
It is to be noted in this case (Case 10) 
that the patient regularly took large doses 
of prostigmine, 20 to 30 tablets daily, with 
mediocre results. In 4 other cases, (7, 8, 
9 and 18), the results were insufficient to 
exert a very great influence and the im- 
provement was not maintained for more 
than two to ten months. The late appear- 
ance, of the condition, four to six weeks 
after intervention, is probably due to 
weakness and may have prognostic value. 
In 8 “favorable” cases the postoperative 
improvement was early, regular and 
stable; it occurred between the second and 
the tenth day after the first intervention, 
stabilized itself during the interval sepa- 
rating the two interventions and seemed 
to receive a new impulse from the second 
intervention, after which came regression 
of the myasthenia. This period lasted 
from four to five months in the more 
favorable cases and prolonged itself up 
to two years in those less favorable. After 
the phase of regression came the stage 
of stabilization, manifested by each patient 
in daily activity, the lessened daily dose 
of prostigmine and the quality of the re- 
sidual symptoms. The period of stabiliza- 
tion explains exactly the essential charac- 
teristic of the period. It is a slow course 
which contrasts with the evolution of the 
myasthenia before denervation. Is this 
appeasement durable? We do not pretend 
to affirm this, and we can only recall the 
negligible delays we have been able to 
observe in a few cases: eight years, five 
years, four years in different patients. 

The first favorable signs appeared in 
the bulbar territory, and we have noted, 
on the second day after the first denerva- 
tion, cessation of the dyspneic crises; in 
the following days deglutition became 
easier than phonation, later mastication. 
Ulteriorly, the serious bulbar accidents 


550 





VOL. XIX, NO. 5 


did not occur again. The facial muscula- 
ture in 2 cases became completely intact. 
In the other subjects it retained to a mini- 
mal degree this particular state which 
gives the patient a relaxed and mimic ap- 
pearance. The ophthalmoplegia does not 
seem to have evolved differently in differ- 
ent cases; it disappeared during the period 
of stabilization in all of our patients who 
showed improvement. The regression of 
myasthenia has always been slower in the 
muscular apparatus of the motor muscles; 
however, it has occurred regularly, and 
the patients have been able to observe 
from week to week the recuperation of 
lost possibilities. 

It is essential to note that, during this 
progressive reintegration into normal life, 
the dose of prostigmine was regularly di- 
minished to an extent of which the pa- 
tients, themselves, were the best judges, 
and in a few this reduction led to sup- 
pression. This evolution was especially 


noticeable in Case 1, since the patient re- 
turned to active life four years later with- 
out any treatment; neurologic examina- 


tion revealed no sequelae. If one can 
confirm cure it is surely in this case, 
particularly because of the absence of re- 
sidual symptoms. The existence of residual 
symptoms, however minimal, does not al- 
low us to speak of “cure,’”’ because we do 
not know whether they are manifestations 
of fixed sequelae or of the presence of a 
lesion retaining a potential latent evolu- 
tionary process. It would be easy to con- 
sider the patient in Case 2, who returned 
without treatment to her occupation as a 
seamstress, completely cured. We do not 
do it, however, because she has a residual 
symptom, though truly minimal: slight 
dysphonia, with vocal fatigue. This is the 
same sign we observed in another patient 
who returned without treatment to her 
' work as a stenographer (Case 3). 

In all other patients there exists resid- 
ual myasthenia in diverse degrees: dys- 
phonia upon effort, laziness of the orbicu- 
lar muscles and disinclination to any 
violent muscular effort. These symptoms 
are not evident. Discretion is shown, but 
small doses of prostigmine (3 to 5 tablets 
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daily) seem necessary to maintain a nor- 
mal or nearly normal life. Outside of this, 
the possibility of recurrence of residual 
myasthenia is important to understand, 
because it shows the weakening of the 
neuromuscular apparatus in the region 
where it exists. Though compatible with 
a normal life without prostigmine or with 
small doses, it may still deprivé the patient 
of the capacity for great muscular effort, 
One can easily overcome this when it is 
due to overwork of the arms or legs. The 
seriousness of this failure is definite when 
the overwork is suddenly imposed upon 
the weakened bulbar apparatus, as in Case 
3, in which it was necessary to operate 
for a thymoma in order to prevent pro- 
gressive asphyxia. The weakening of the 
bulb, though compatible with a normal 
life without treatment, did not permit the 
patient to undergo thoracotomy and abla- 
tion of the tumor. 

Less exceptionally, residual bulbar my- 
asthenia calls for close attention to even 
the most insignificant bronchopulmonary 
infection, in the course of which there are 
frequently dyspnea of abnormal intensity, 
an ineffective cough and difficulty of ex- 
pectoration. 

These remarks are intended to show 
how careful one must be in appraising 
improvement in a myasthenic patient and 
to emphasize the fact that many questions 
must be satisfactorily answered before one 
can speak of complete cure. These ques- 
tions are not limited to the results of de- 
nervation, and they should not be for- 
gotten when one interprets the results of 
further treatment, whether medical or 
surgical. 

Prognostic Elements.—As to the vital 
prognosis for the 13 patients operated on 
in our series, if one considers 2 unilateral 
denervations, there were 24 denervations 
without a single death. In a total of 5 
denervations performed on the patients 
suffering only from ophthalmoplegia there 
were few dangers. There were 19 dener- 
vations without mortal accidents in pa- 
tients presenting more or less accentuated 
symptoms of bulbomyasthenia. The course 
was without incident and 17 interventions 
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were followed by normal convalescences. 
Only 1 was followed by grave accident. The 
first denervation performed in Case 3 
was also the first and the last that was 
performed without previous prostigmine 
treatment. In another case (Case 5) we 
observed, in the afternoon following the 
denervation, a lipothymic incident similar, 
from all standpoints, to disturbances ob- 
served seven years before the appearance 
of the myasthenia. 

This favorable series does not lead us 
to consider denervation in myasthenics 
like in anodine intervention. Like all sur- 
gical operations, denervation in such cases 
must be followed by strict precautions. 
On that condition, one is authorized to 
operate on patients presenting disquieting 
bulbar symptoms. It must be remembered 
that to prolong life expectancy has its 
dangers. We mention the case of a young 
myasthenic patient in a serious condition 
who refused denervation only to accept it 
eight days later because of increasing 
symptoms, but who died of bulbar trouble 
in the morning of the day on which she 
was to have entered the clinic. To our 
great regret, we have no found solid bases 
for prognosis of postoperative improve- 
ment. Certainly, however, the chances of 
improvement are greater if the evolution 
of myasthenia before denervation has been 
of short duration. 

In our 3 most satisfactory cases the dis- 
ease had progressed for four to thirteen 
months before intervention. In the worst, 
it had lasted eleven years before the first 
denervation was performed. Unfortunate- 
ly, there is no regular relation between 
the age of the myasthenic patient and the 
quality of the results, and among the 
failures there were 2 relatively brief 
periods of evolution, thirteen to fifteen 
months, before intervention. 

Indications for Denervation of the Ca- 
rotid Sinus in Myasthenia.—We are far 
from thinking that this intervention is to 
be systematically recommended as soon as 
a diagnosis of myasthenia is made. Two 
conditions must be differentiated; that in 
which there is no thymic or, more gen- 
erally, intrathoracic tumor, and that in 
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which such a tumor does exist. The former 
was most frequently the case (12 in our 
series of 13). In the purely ophthalmo- 
plegic form, intervention can be advised 
only if there is extensive paralysis ac- 
centuated by and having reacted to pro- 
stigmine, and showing a tendency to aggra- 
vation despite the progressive increase of 
the prostigmine dosage. 

1. In the generalized form, the major in- 
dication is found in the impossibility of 
stabilizing myasthenic attacks by complete 
rest and prostigmine, and, more precisely, 
in the persistence of bulbar disturbances 
in a patient who is at rest and who takes 
more than 10 tablets of prostigmine daily. 
The indication may be found the less so 
in the insufficient regression of the myas- 
thenia after stabilization by prostigmine 
and in the frequency of acute attacks, 
especially if these are associated with bul- 
bar disturbances. It is preferable to inter- 
vene less than a year after the appearance 
of myasthenia, and that advanced age in 
the patient (which is uncommon) may 
nullify the indications, owing to the pos- 
sible danger of denudation of atheroma- 
tous arteries. 

2. There may exist an intrathoracic tu- 
mor, probably-thymic. This occurred in 
only 1 case of our entire series, which fur- 
nishes no valuable indication as to the real 
percentage. The therapeutic problem, 
which becomes more complex under these 
circumstances, appears to have been domi- 
nated by us, but the course of the tumor 
is governed by its histologic nature and 
its potential malignancy much more than 
by its eventual purely theoretic relations 
to the myasthenia. We believe, however, 
that the tumor should be removed if the 
myasthenic state permits this without too 
great risks, and if the evolution of the 
tumor, as well as its clinical character- 
istics, do not create the certainty of ma- 
lignancy. 

Denervation may also be indicated for 
myasthenic patients with disturbing bul- 
bar symptoms for which thoracotomy and 
removal of the tumor do not carry any 
excessive risks. Denervation in a case of 
this kind would be a preparatory step 
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toward reduction of the bulbar difficulties 
and accomplishment of complete removal 
in less hazardous conditions. 

In the case of the myasthenic patient 
with tumor associated with few or no bul- 
bar symptoms, it is our opinion that re- 
moval of the tumor should first be ac- 
complished. Denervation will be indicated 
later if histologic study shows the tumor 
to be malignant and if the myasthenia has 
neither regressed nor recurred after tem- 
porary regression. 


Technical Details and Divers Precau- 
tions. — Denervation for myasthenia is 
never an emergency operation, and it 
should be preceded by a period of obser- 
vation of not less than ten days. During 
this period the patient should be kept in 
bed, and daily examination should govern 
decision as to the amount of prostigmine 
that will probably reduce the bulbar symp- 
toms to a minimum. We now give the total 
daily prostigmine in subcutaneous injec- 
tions repeated every two or three hours 
day and night, according to the necessary 
dose. We thus obtain maximum security 
in regularity and exactitude of adminis- 
tration, to which we attach a great amount 
of importance. More, we suppress all of 
the difficulties inherent in possible distur- 
bances of deglutition before and after the 
intervention. The optimal dose of prostig- 
mine, fixed at the close of the aforemen- 
tioned observation period, is increased sys- 
tematically by one-third on the day of 
intervention and the three following days, 
even in the absence of symptoms. Besides, 
we resort to preventive penicillin therapy 
in the presence of bronchopulmonary in- 
fections. At the time of operation we 
insist on having at our disposal a mechani- 
cal respiratory apparatus, The only tech- 
nical detail upon which we believe we 
- should insist is the exclusive utilization of 
local anesthesia. We employ a solution of 
procaine 1 :200, a relatively moderate dose 
(20 cc.), reinforced by the adjunction of 
Vitamin B.,. 

Should denervation of the carotid sinus 


necessarily be bilateral?—We operated on 
the two carotid sinus regions in Case 4. 


THEVENARD ET AL: CAROTID SINUS DENERVATION 


Six months later (after the first denerva- 
tion) the patient presented aggravation of 
the residual symptoms and benefited large- 
ly from the second intervention. The ob- 
servations that followed, especially in Case 
6, seem to confirm the utility of bilateral 
denervation, which we have performed 
since that time, leaving an interval be- 
tween the two interventions not exceeding 
two months. The intervention was uni- 
lateral in only 2 cases, and only then be- 
cause the patients thought they were suf- 
ficiently improved. 


SUMMARY 


The authors have studied 10 cases of 
typical bulbospinal myasthenia and 3 cases 
of ophthalmoplegia in which denervation 
of the carotid sinus was employed, and 
report the results. One patient was cured; 
3 showed considerable improvement; 4 
showed some improvement, and in 5 in- 
stances the treatment failed. The criteria 
for classification of these results were (1) 
the degree of recuperation of motor abili- 
ty, (2) the quality of the subjective and 
objective signs of residual myasthenia, (3) 
satisfactory tolerance of a reduced quan- 
tity of prostigmine or evaluation of the 
daily dose required, and (4) the stability 
of the improvement obtained. A brief re- 
port of each of the 13 cases is appended. 


RIASSUNTO 


Gli Autori hanno studiato 10 casi tipici 
di miastenia bulbospinale e 3 casi di oftal- 
moplegia sottoposti ad enervazione del seno 
carotideo e presentano i risultati. 

Un malato guari, 3 migliorarono molto, 
4 abbastanza e 5 non ebbero alcun risulta- 
to. I risultati furono classificati secondo 
questo criterio: (1) ricupero dell’attivita 
motoria; (2) qualita dei segni soggettivi 
e oggettivi dell’astenia residua; (3) tolle- 
ranza alla riduzione delle dosi di prostig- 
mina e della dose giornaliera necessaria; 
(4) persistenza del miglioramento ottenu- 
to. Vi é una breve relazione su ognuno 
dei 13 casi. 
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RESUMEN 


Los autores han estudiado 10 casos de 
miastenia bulboespinal tipica y 3 casos de 
oftalmoplejia en los cuales se emple6 la 
desnervacion del seno carotideo. Se comu- 
nican los desultados. Un paciente curd, 
3 mostraron mejoria considrable, 4 mo- 
straron alguna mejoria y en 5 casos el 
tratamiento fracas6. El criterio para la 
clasificaci6n de dichos resultados fué: (1) 
el grado de recuperacion de la capacidad 
motora, (2) la calidad de los signos objeti- 
vos y subjetivos de miastenia residual, 
(3) la tolerancia satisfactoria a la reduc- 
cién en la cantidad de prostigmina 6 la 
valorizacion de la dosis diaria requerida, 
y (4) la estabilidad de la mejoria obtenida. 
Se agrega una comunicacioén breve sobre 
cada uno de los 13 casos. 


RESUME 


Les auteurs se sont servis de la dénerva- 
tion du sinus carotidien pour traiter 10 
cas de myasthénie bulbo-spinal et 3 cas 
d’ophthalmoplégie. Ils donnent leurs ré- 
sultats avec commentaires. 


SUMARIO 


Foram estudados pelos autores 10 casos 
de miasténia bulbo-espinhal e 3 casos 
outros de oftalmoplegia, nos quais foi 
empregada a enervacao do seio carotideo, 
sendo por éles demonstrados os resultados. 
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Um doente foi curado; 3 demonstraram 
melhoria consideravel; 4 alguma melhora; 
em cinco, falhou o tratamento. O criterio 
para classfificagéo désses resultados foi 
este: o gradu de recuperacao da abilidade 
motor; a qualidade dos sinais subjetivos 
e objetivos da miasténia residual; a toler- 
ancia satisfatoria para uma pequena quan- 
tidade de prostigmine requerida para 
avaliacéo; a estabilidade das melhorias 
obtidas. Um ligeiro apanhado sdbre os 
treze doentes, separadamente, é anexado 
ao trabalho. 


ZUSAM MENFASSUNG 


Die Verfasser haben zehn Fille von 
typischer bulbospinaler Myasthenie und 
drei Falle von Ophthalmopiegie unter- 
sucht, bei denen die Entnervung des Karo- 
tissinus ausgefiihrt worden war, und be- 
richten iiber die Ergebnisse. Ein Kranker 
wurde geheilt, drei erheblich gebessert; 
vier Kranke zeigten eine leichte Besserung, 
und in fiinf Fallen versagte die Behand- 
lung dieser Ergebnisse erfolgte nach fol- 
genden Kriterien: (1) Grad der Wieder- 
herstellung der motorischen Funktion, (2) 
Art der subjektiven und objektiven Zei- 
chen verbleibender Myasthenie, (3) Tole- 
ranz einer reduzierten Dosis von Prostig- 
min oder Bestimmung der erforderlichen 
Tagesdosis und (4) Dauerhaftigkeit der 
erzielten Besserung. Eine kurze Krank- 
heitsgeschichte aller dreizehn Fille ist an- 
gefiigt. 
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| Bilaeeval Protrusio Acetabuli 
A Progressive Deformity from Infancy 


JAMES F. BRAILSFORD, M.D., Ph.D., F.R.C.P., F.1.C.S. (Hon.) * 
BIRMINGHAM, ENGLAND 


*N contrast to conditions associated with 
‘ a general increase in the plasticity of 
- the skeleton, such as rickets and osteo- 
ialacia, in which all the bones associated 
‘ith the pelvis bend and fold inward be- 
ause of the yielding superincumbent 
‘eight and muscle strain, undue plasticity 
yealized to the walls of the acetabulum 
auses a protruding deformity, since the 
valls are forced into the cavity of the 
elvis by the weight acting against a rela- 
ively rigid femoral head. This deformity 
s most commonly observed in both hip 
joints of women over the age of 45. It 
's sometimes referred to as Otto pelvis, 
after the man who first described it in 
1824. 

Because its greatest incidence is in 
women beyond the age of the menopause, 
it has been regarded as evidence of post- 
menopausal arthritis. It has also been 
attributed to gonococcal and other infec- 
tions, to osteoarthritis, osteitis deformans 
and other general conditions. Since I dis- 
covered a well-established example of this 
deformity in a girl aged 22 years, who 
stated that she had limped and had a limp 
and an aching pain in the left hip joint 
at the age of 11, (a roentgenogram of this 
hip was published in the first edition of 
my book) I have sought evidence to prove 
that the condition may be initiated in in- 
fancy. Conclusive evidence to this effect 
has now been obtained and it is the pur- 
pose of this paper to present it in associ- 
ation with other pertinent material. 

In a number of cases protrusio acetabuli 
has been detected in children under 10 
years of age, and by serial roentgen study 
of these children over a period of ten years, 


*Author of The Radiology of — and Joints. 
Submitted for publication Dec. 14, 1952. 


and of affected adults over a period of 20 
years, it has been established that, initi- 
ated in infancy, the condition is slowly 
progressive throughout the remainder of 
the patient’s life. In infancy the roent- 
genographic evidence often escapes atten- 
tion, for at that age the condition, though 
often associated with signs and symptoms, 
does not produce the spectacular appear- 
ances seen later. From the material that 
has come to my attention it would seem 
that its frequency as a bilateral condition 
in infants is almost as great as in adults. 


As protrusio acetabuli is usually not 
recognized even after several roentgen 
examinations, and as the patient and 
parents become accustomed to it and ac- 
cept it as a feature of the child or adult 
concerned, additional medical attention 
is not sought until further degenera- 
tive changes produce an increase in the 
severity of the symptoms and signs. When 
these appear, they are often referred to 
as osteoarthritis, though the roentgeno- 
graphic features have little in common 
with those of the typical degenerative os- 
teoarthritis of advancing age. 


The cause of the condition is unknown. 
From a study of the serial roentgeno- 
graphic appearances it would appear to 
be a form of chronic arthritis associated 
with localized hyperemia and the undue 
plasticity resulting therefrom, since the 
joint space is preserved throughout in 
some cases and no other reaction than that 
induced by the plasticity is observable 
in the subarticular bones (Fig. 2, A and 
B). It may be due to a low grade infec- 
tive process, since in some cases the ar- 
ticular cartilage is destroyed and an 
asymmetric deformity results from this 
unilateral development (Fig. 3, A and B). 
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Fig. 1—Roentgenogram showing normal regular 

curvatures, Curved line A-B is the inferior pubic 

and inferior femoral line (Shenton’s line); C-D, 

the lateral iliofemoral line, and E-F'-G, the tear- 
drop outline of Kohler. 


In some cases the asymmetry is produced 
by trauma of the softenéd bones, since pa- 
tients recently injured have shown marked 
advance of the protrusion on the injured 
side, and this is associated with indication 
of damage to the bone (Fig. 7B). Con- 
siderable moulding may develop after the 
trauma, as in the case illustrated and 
described by Campbell. It is probable that 
less severe injury results in damage to 
the affected articular surface without evi- 
dence of fracture, and that this leads to 
destruction of the cartilage, further hyper- 
emia and exaggerated development of the 
protrusion. As I have demonstrated in 
some cases, the femoral head has been 
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seen to undergo the earlier roentgeno 
graphic sequence of changes associate: 
with Perthes’ disease, but, as is shown i: 
Figure 5A, the latter is but an associatec 
complication—the combined features ar: 
not those of either entity. In some cases 
disorganization of the metaphysis occurs, 
which permits dissolution and the develop- 
ment of slipped epiphysis; this too must be 
regarded as an additional complication in 
both conditions. 

The signs of early protrusion may re- 
solve, but the evidence of former synovitis 
persists, as may be seen in Figure 4, A 
and B—exaggerated development of the 
femoral head or the acetabulum, as in the 
cases of coxa magna described by McMur- 
ray. Gilmour, in his excellent account of 
this condition, pointed out that the bi- 
lateral deformity is associated with an in- 
crease in the intercostal diameter and a 
reduction in the bitrochanteric and inter- 
tuberous diameters. He stated that the 
onset of this primary type, which occurs 
preponderantly in the female,* occurs in 
adolescence and is due to “premature ac- 
celeration of primary ossifications” but 
that “no one has ever reported the occur- 
rence in infancy or early childhood.” 
That it is associated with acceleration of 
primary ossification is borne out by the 
cases described by McMurray, but neither 
the progressive development throughout 
the remainder of the patient’s life nor the 
indications of healing with the production 
of such features as coxa magna supports 
this acceleration as the causal agent. 

I suggest that by early recognition 
and treatment, possibly with specific anti- 
biotics, the condition may be healed at an 
age when growth can correct it and permit 
normal subsequent development. Once the 
condition is established in adolescence and 
early adult life, nothing has been discov- 
ered that will restore a normal anatomic 
and physical status with normal physiolog- 
ic function. Though the condition is gen- 
erally brought to light by aggravation of 
symptoms only after the patient is 45 to 


*As I have reported previously, of 70 patients between 
the ages of 45 and 56, 68 were women. 
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Fig, 2.—Roentgenograms showing bilateral protrusio acetabuli in a girl. This condition was first 

detected when the child was 8 years old. A, hip-joints at the age of 10 years (June 6, 1946). Note 

that (a) the lateral iliac line is at right angles to the line of the superior border of the femoral 

neck; (b) Kéhler’s teardrop outline has been abolished and Shenton’s line preserved; (c) the wall 

of the acetabulum is bulging. B, same hip joints, patient now 16 years of age (Aug. 28, 1952). 

The lesions are now characteristic and obvious. The changes are more marked in the hip joint 
on the left. The articular surfaces are regular. 
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tig. 3—Roentgenograms showing bilateral protrusio acetabuli in a girl. A, film taken on Oct. 21, 1946, 
when the patient was 14 years old. The changes are more marked on the left side (right hip). B, 


film taken on Sept. 2, 1952, when the patient was 20 years of age. Note extension of the changes 
on the left side. The acetabulum has been expanded and the articular surface of the femoral head 


j 


destroyed as in a case of infective arthritis. 


65 years of age, there is often little roent- 
gen evidence as to the onset of the condi- 
tion referred to as osteoarthritis — the 
roentgenographic features in many cases 
are but those which have progressed since 
adolescence, and one may not see the typi- 
cal changes of uncomplicated osteoarthri- 
tis as described elsewhere. It is perhaps 
reasonable to infer that secondary degen- 
erative changes do develop in this age 
period, but when one compares the roent- 
genograms in the series one is unable to 
detect just what these osteoarthritic symp- 


toms are represented by, unless change: 
shown in Figure 8 are present. 

As has been stated, this condition ma) 
progress steadily throughout childhood 
adolescence and middle life, yet not forc: 
itself on the attention of the patient 
Trauma is the factor responsible for th 
roentgenographic study that brings abou 
its recognition—and not always its recog 
nition, since the features may still no 
attract the observer or his attention ma; 
be obscured by other features. The roent 
genogram shown in Figure 6 is of a wom 


558 

















VOL. XIX, NO. 5 


an aged 23 who slipped down some steps 
and landed on her bottom. The discomfort 
did not cause her to seek medical advice 
for about one month, but as the pain per- 
sisted she sought advice, stating that she 
had had pain in the hip joints for six 
months or so. A roentgenogram showed 
the features of incomplete bilateral frac- 
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ture of the femoral neck, and it was these 
which obsessed the observer’s attention— 
the signs of protrusio acetabuli were over- 
looked, though more than 40 roentgeno- 
grams were taken during the investiga- 
tions and seen by several physicians and 
roentgenologists over a period of six 
months. This was probably because the 





Fig. 4.—Roentgenograms showing bilateral arthritis of the hip joints with a slight degree of pro- 
trusion. A (Jan. 30, 1939), film taken when the patient, a boy, was 7 years old. Note increase in the 
joint space and hip protrusion on the right side; the left is masked by the obliquity of the pelvis. 
B, film taken on Sept. 1, 1952, when the patient was 20, showing some degree of bilateral protrusion, 
wide and deep joint space but large femoral eet Note that an os acetabuli has appeared on the 
eft side. 











B 


Fig. 5.—A, roentgenogram of a woman aged 19, showing bilateral protrusio acetabuli. The deformity 
of healed Perthers’ disease is seen as an additional feature on the right side. The inflammatory 
nature of the lesion on the left was recognized when the patient was 6 years old. Progressive changes 
up to the time of writing seriously invalidate the patient. B, roentgenogram of hip joints of a woman 


aged 23, showing bilateral protrusio acetabuli. The symmetry of the lesions and their clear defini- 
tion, plus the bilateral incomplete fractures of the femoral neck, apparently were responsible for 
failure to recognize the lesion, though multiple roentgenograms were taken over a period of six months. 


560 




















VOL. XIX, NO. 5 


roentgen appearance was symmetric and 
regular. From experience in other cases 
‘t can be said with some assurance that 
ggravation by trauma will result in fur- 
her symptoms earlier than these symp- 
oms appear in the average case. In some 
ases trauma causes the femoral head to 
verforate the yielding acetabulum. 

The features described in the preceding 
yvaragraphs do not explain protrusio aceta- 
nuli in certain other cases. In these the 
‘ondition may be bilateral or unilateral 
is the result of such inflammatory pro- 
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cesses aS are associated with infective 
arthritis, as in cases of gonorrhea, pneu- 
monia, food poisoning or tuberculosis, but 
in these cases the other clinical features 
will have been identified and the protru- 
sion recognized as a localized extension. 
In the case of tuberculous arthritis, which 
is often associated with caries of the bone, 
not only may protrusion be marked but, 
after destruction of the acetabulum, per- 
foration of the pelvic wall may occur. 
There are other cases in which the pro- 
trusion is due solely to trauma and its 





Fig. 6.—A, roentgenogram taken on Aug. 30, 1946, of a woman aged 60, showing bilateral protrusio 


acetabuli. These lesions were first detected June 20, 1931, when they were well developed and asym- 

metric. Their slow progression has been watched for over twenty years. By 1952 the patient had be- 

come a complete invalid. B, roentgenogram showing secondary osteoarthritis developing in a patient 
with bilateral protrusio acetabuli. 
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Fig, 7.—A, roentgenogram of a woman aged 30, showing bilateral arthritic changes—on the left side 

with erosion of the femoral head and protrusion of the acetabulum and on the right in the false 

acetabulum of a congenitally dislocated hip. B, roentgenogram of the hip joints of a man aged 30, 

showing bilateral protrusio acetabuli with molding of the head of the femur and increased protru- 

sion on the left, with some interruption of the protruded acetabulum. There was a history of a fall 
from a bicycle three years prior to examination. 
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-esultant hyperemia and repair processes. 
\s has been indicated elsewhere, trauma 
f the wall of the acetabulum induces a 
lenser reaction in the bone than else- 
vhere; it may be massive. It is interesting 
hat Judet has taken advantage of this in 
is modeling of an acetabulum in some 
ther part of the ilium when repairing a 
ong-standing or congenital dislocation. 
‘rauma may result in projection of the 
emoral head and much of the femoral 
1eck into the pelvis. In Paget’s disease, 
vhen the whole of the pelvis is involved 
nd undue plasticity exists throughout, 
he triradiate and other deformities asso- 
iated with osteomalacia will be seen; but 
vhen the disease is localized to the region 
of the acetabulum, protrusio acetabuli 
cakes place (Fig. 10B). 

The significance of the deformity has 
yeen clearly indicated by Gilmour; but 
aot only are the movements of the hip 
joint restricted and unilateral development 
the cause of a limp and the changes con- 


Fig. 8.—Roentgenogram showing the extent to 

which the protrusion may be forced by trauma. 

This deformity is similar to the one in Otto’s 
original specimen. 
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Fig. 9.—Protrusio acetabuli brought on by osteo- 
myelitis of the middle third of the shaft of the 
femur. 


sequent upon shortening of a limb, but 
the protrusion into the pelvis of the fem- 
oral heads, which may be detected by 
abdominal and digital examination in the 
well-marked case, may lead to obstetrical 
difficulties. 


The early roentgenographic features are 
shown in Figure 2A. To understand these, 
one must appreciate the significance of the 
normal contour, particularly its regularity 
in the inferior pubic medial femoral lines 
(Shenton’s line) and the lines which I 
have described as the lateral iliofemoral 
line and the tear-shaped outline of Kohler. 
These features are well shown in Figure 1. 
The tear-drop described by Kohler is well 
shown on the normal pelvic roentgenogram 
taken with the tube centered on the mid- 
point of a transverse line which passes 
midway between the anterior superior 
spines and the great trochanters. The 
lateral limb of the outline indicates the 
anterior rim of the acetabular fossa as 
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this passes downward to the inferior bor- 
der of the acetabulum, where it curves 
medially and upward (this semicircular 
extremity is on or just below the plane 
of Shenton’s line) to form the outline of 
the pelvic wall as far as the site of fusion 
with the ilium. With this projection it 
represents the thickness of the anterior- 
inferior wall of the acetabulum. Its out- 
line is altered by any asymmetry or obliq- 
uity of the central roentgen ray. It is a 
useful line for assessing deformity of the 
pelvic wall of the acetabulum, but, as it 
is altered by the angle of projection, this 
must be considered in the interpretation 
of any change in its form. With protrusion 
of the acetabulum its stem is compressed 
medially, and gradually the whole outline 
of the tear-drop is obliterated. Further, 
it will be seen that the angle of the fem- 
oral neck and shaft is for the most part 
preserved; consequently, Shenton’s line is 
regular, but the clinical indications of coxa 
vara noted by Gilmore are due to the fem- 
oral head’s sinking into the deeper ace- 
tabulum, thus breaking the lateral ilio- 
femoral curvatures, which may appear to 
be at right angles with one another. With 
this there is also a suggestion of hyper- 
trophy of the great trochanters. These 
features, shown in Figure 2, permitted 
the diagnosis of the condition at the early 
age of 6 years; the lesion was ther well 
developed. Serial roentgenograms have 
shown the slowly progressive features of 
the lesion. The outline of the acetabulum 
becomes more and more clearly defined, 
and gradually it bulges beyond the line of 
the pelvic brim. Increased density of this 
protrusion causes a spectacular appearance 
which is readily recognized. Figure 2B, 
which is a roentgenogram of the same pa- 
tient shown in Figure 2A, but six years 
later, leaves no doubt as to the accuracy of 
the diagnosis. 

Similar development is shown in Figure 
3, the roentgenogram of a girl aged 14 
years, but in this case additional changes 
have taken place in the left hip joint. The 
articular surface of the femoral head has 
been destroyed, and great protrusion has 
occurred in the right hip. In Figure 4 the 
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protrusion is not marked; it is more on 
the left hip joint than on the right, but 
fourteen years later the lateral border of 
the femoral head has extruded beyond the 
lateral iliofemoral line and the acetabu- 
lum, though larger, does not accommodate 
the femoral head, but the joint space is 
increased. On both sides the lateral bor- 
der of the tear-drop outline is compressed. 
On the right side the upper rim of the 
acetabulum has been extended by ossifica- 
tion of an os acetabulum, and, though the 
femoral head is large, it does not trans- 
gress the lateral iliofemoral line. In this 
case the element that caused the chronic 
lesion has ceased its activity, and the ob- 
server sees merely the effect on growth 
of the earlier hyperemia. I have published 
a roentgenogram of a woman aged 22 with 
bilateral protrusio acetabuli who received 
treatment at the age of 11 years. On the 
left side the condition has been associated 
with slipping of the epiphyses, which 
caused avascular necrosis. An earlier ex- 
ample of this deformity, from the caption 
apparently unrecognized, associated with 
slipped epiphysis is shown in the fourth 
edition of Mercer’s Orthopaedic Surgery, 
Fig. 226, page 475. 

Even at the early age of 14 years the 
roentgenogram may demonstrate asym- 
metric development of the lesions (Fig. 
3). 

Fig. 5A is a roentgenogram of a girl 
whom I first examined roentgenographi- 
cally in 1929, when she was 4 years old. 
She then had the typical changes of active 
Perthes’ disease in the left hip joint, but 
the right hip joint appeared normal. Two 
years later there developed signs in the 
right hip joint which in the beginning 
suggested early Perthes’ disease, but grad- 
ually the joint space was reduced instead 
of increased. Its progression during the 
past twenty-eight years has been that of 
chronic arthritis with protrusion, and in 
1952, when the patient was 32, the left 
hip joint (although it reveals the consoli- 
dated, deformed femoral head associated 
with Perthes’ disease) shows the deepened 
acetabulum with protrusio acetabulum. . 

Fig. 5B is a roentgenogram of a woman 
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Fig. 10.—A, protrusio acetabuli associated with chronic septic arthritis of the hip joint. B, unilateral 
protrusion of the acetabulum in a case of Paut’s disease. 
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aged 23 to whom reference was made in 
a former paragraph. She had a fall and 
did not seek medical attention for about 
a month. The-roentgenogram shows typi- 
cal early bilateral protrusio acetabuli and 
bilateral incomplete fractures of the fem- 
oral necks. 

Fig. 6A illustrates the continuing prog- 
ress of the condition in the adult. The 
patient has been kept under observation 
for over twenty years, and during this 
time the changes throughout have been 
progressive, as is illustrated. She is now 
completely incapacitated. The additional 
changes of osteoarthritis are shown in 
Figure 6B. 

Even with congenital dislocation the bi- 
lateral arthritic changes may show pro- 
gressive development, as in Figure 7A. 

The effects of trauma in a case of bi- 
lateral protrusio acetabuli are well shown 
in Figure 7B. Figure 8 illustrates the 
extent to which the protrusion may be 
forced by trauma. 

Osteomyelitis of the shaft of the femur 
may be associated with hyperemia in the 
region of the hip joint and unilateral pro- 
trusion of the acetabulum may develop 
(Fig. 9), but in the presence of septic 
arthritis the extent of the reaction may be 
considerable (Fig. 10A). Unilateral pro- 
trusion of the acetabulum in Paget’s dis- 
ease is shown in Figure 10B. 


SUMMARY 


Protrusio acetabuli is associated with 
localized plasticity of the pelvic walls of 
the acetabulum. It may begin as a bi- 
lateral condition in infancy, showing a 
steadily progressive development through- 
out life; in the later stages there is asym- 
metric development, probably the result of 
trauma or aggravated inflammation. It 
may be complicated by either Perthes’ dis- 
ease or slipping of the epiphysis. It ap- 
pears to be a form of chronic arthritis, 
probably associated with a low grade in- 
fection. Though in the early years the 
clinical manifestations may attract atten- 
tion, roentgen characteristics are apt to 
be overlooked because the outlines of the 
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bones are regular and clearly defined 
Early recognition and successful trea 
ment would check the life-long develo} 
ment. Protrusio acetabuli may also occ 
as the result of trauma, of an infecti\ 
process involving the bones about the hi 
joint, or of localized Pagets’ ‘disease. 


RESUMEN 


Protrusio acetabuli es una condicidi 
asociada con proceso plastico en las pare- 
des pélvicas del acetabulum. Puede comen- 
zar como padecimiento bilateral en la 
infancia y mostrar desarrollo firmemente 
progresivo a traves de la vida; en los 
ultimos estadios hay un desarrollo asimé- 
trico, resultado probable del trauma 6 la 
inflamaciOn agravada. Puede estar com- 
plicado con enfermedad de Perthes 6 luxa- 
cién de la cadera. Parece ser una forma 
de artritis crénica probablemente asociada 
con una infecci6n moderada. Aunque en 
los primeros anos las manifestaciones clin- 
icas pueden atraer la atencién, las carac- 
teristicas roentgenologicas son desaperci- 
bidas por que los contornos 6seos son 
regulares y definidos claramente. El reco- 
nocimiento temprano y el tratamiento con 
éxito pueden inmpedir su desarrollo duran- 
te toda la vida. 

Protrusio acetabuli puede ocurrir tam- 
bién como resultado de trauma, de un 
proceso infeccioso de los huesos en la arti- 
culacién de la cadera, 6 de na enfermedad 
de Paget localizada. 


RESUME 


L’auteur discute d’une pathologie partic 
uliére du fémur, lésion qui apparait dan 
l’enfance pour se continuer a |’age adulte« 
Plusieurs causes sont énumérées. II y v: 
de l’intérét du patient de procéder le plu 
t6t possible pour corriger cette déforma 
tion, 

ZUSAMMENFASSUNG 


Die Protusio acetabuli geht mit eine 
lokalen Biegsamkeit der Beckenwand de 
Hiiftpfanne einher. Die Verinderung kam: 
doppelseitig im Kindesalter entstehen unc 
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sich im Laufe des Lebens gleichmiassig 
fortschreitend entwickeln; in den spateren 
Stadien der Erkrankung kommt es zu 
einer unsymmetrischen Entwicklung 
wahrscheinlich auf Grund von Verletzun- 
gen oder verschlimmerten Entziindungen. 
Die Erkrankung kann durch Perthessche 
Krankheit oder durch eine Epiphysenver- 
schiebung kompliziert sein. Offenbar han- 
delt es sich um eine Form chronischer Ge- 
lenkentziindung, die wahrscheinlich mit 
einer milden Form von Infektion einher- 
geht. Obgleich die klinischen Symptome in 
den friihen Jahren der Erkrankung be- 
merkt werden mégen, entgehen die rént- 
genologischen Zeichen leicht der Aufmerk- 
samkeit, weil die Umrisse der Knochen 
regelmassig und scharf sind. Eine friih- 
zeitige Erkennung und Behandlung des 
Zustandes kénnte die weitere Entwicklung 
durch das ganze Leben des Kranken hin- 
durch unterbrechen. 

Die Protusio acetabuli kann auch als 
Folge von Verletzungen, infektidser Pro- 
zesse der Knochen des Hiiftgelenks oder 
einer lokalisierten Pagetschen Erkrank- 
ung auftreten. 


SUMARIO 

O “Protrusio Acetabuli” é associado com 
plasticidade localizada das parédes pelvi- 
cas do acetabulo. Pode comegar por uma 
lesio bilateral na infancia; nos estados 
mais avancados tem um desenvolvimento 
assimotrico, provavelmente devido ao trau- 
ma ou a uma agravacaéo do processo in- 
flamatério. Pode sér complicado pela do- 
enca de Perthes. Se apresenta sob a forma 
de uma artrite crénica, provavelmente 
associado a pequena infeccao. As caracter- 
isticas radiologicas devem sér observadas, 
pois os sintOmas nos primeiros anos podem 
chamar atencao. O reconhecimento pre- 
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coce e 0 tratamento adequado, salvarao o 
desenvolvimento. 

O “Protrusio Acetabuli” pode ocorrer 
tambem como resultado de um traumatis- 
mo, de um processo infecioso dos ossos do 
quadril, ou da doenca de Paget localizada. 


RIASSUNTO 


La protrusione dell’acetabolo é@ in rela- 
zione ad una plasticita circoscritta delle 
pareti pelviche dell’acetabolo. Esso pud 
iniziare nell’infanzia come affezione bi- 
laterale e presentare un progressivo svil- 
uppo durante la vita; in stadi pit avanzati 
vi é uno sviluppo asimmetrico, probabil- 
mente il risultato di traumi o di stati in- 
fiammatori. Pud essere complicata sia 
dalla malattia di Perthes sia da uno sci- 
volamento dell’epifisi. Sembra essere una 
forma di artrite cronica associata proba- 
bilmente con una infezione attenuata. 
Benché nei primi anni le manifestazioni 
cliniche possano attrarre la attenzione, i 
segni radiologici sfuggono invece all’os- 
servazione perché i contorni delle ossa sono 
chiaramente delimitati e regolari. Una 
diagnosi precoce ed una cura efficace ne 
impediranno lo sviluppo durante la vita. 
Si pud avere anche una protrusione dell’- 
acetabolo in seguito ad un trauma, a un 
processo infettivo che interessi le ossa in 
corrispondenza dell’articolazione dell’anca 
oppure di una malattia di Paget localiz- 
zata. 
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— Diseases of the Lung 


FRANCIS M. WOODS, M.D. 
BROOKLINE, MASSACHUSETTS 


be considered to include any abnor- 
mal air-containing or fluid-contain- 
ing spaces not caused by lung destruction. 
This definition excludes abscesses, which 
are areas of destruction due to inflamma- 
tion or necrotic evacuated tumor. It in- 
cludes a wide range of lesions. At one 
extreme is the single bronchogenic cyst 
with bronchial epithelial lining. This is 
clearly congenital. It usually has large 
bronchial communications through which 
infection may enter. It is more likely to 
manifest symptoms of infection. At the 
other extreme is pure emphysema, with 
diffuse dilatation of all the alveoli; it is 
clearly acquired; its main symptoms are 
those of poor ventilation. Between are 
numerous bronchiectatic cysts, blebs and 
bullae, the origin of which may be obscure 
and the symptoms of which may be those 
of infection or impaired ventilation. 
It is the purpose of this paper to outline 
a plan of management which may be ap- 
plied to all forms of pulmonary cysts. 
Much of this subject falls into the category 
of degenerative disease and is of increas- 
ing importance as the age of the popula- 
tion increases. 


Classification.—The normal structure of 
the air-containing parts of the lung may 
be represented (as in Fig. 1A) by a 
branching terminal bronchus, each twig 
of which supplies a cluster of uniform al- 
veoli. If a single cyst should displace some 
of these clusters to the side (Fig. 1B) one 
might call it a simple cyst. Such cysts 
usually have a distinct lining membrane 
and one or more bronchial communica- 
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tions. If the lining is microscopically sug- 
gestive of bronchial mucosa, it would be 
termed a bronchogenic cyst, the common- 
est variety of simple cysts. It might be of 
any size or location in or about the lungs. 
If the lining suggested gastric or intestinal 
mucosa, it would be labeled a gastric or 
enteric cyst. If the lining wall showed 
elements of various germ layers, the term 
dermoid would apply. If no lining was 
discerned, it might be difficult to describe 
the cyst with a label suggesting its origin; 
it might be difficult to distinguish from an 
abscess space, for commonly inflammation 
is prominent in cysts. The important fea- 
tures of simple cysts are: (1) that they 
consume space in the thorax and may thus 
impair pulmonary ventilation, and (2) 
that they often become infected, presum- 
ably via bronchial communications. 

At times alveoli become irregularly dis- 
tended, often in clusters. Some may rup- 
ture into one another to form spaces up 
to several centimeters in diameter. Others 
may rupture out into a subpleural position, 
creating a subpleural sac (Fig. 1C). These 
subpleural spaces having only a thin alveo- 
lar or pleural covering are called blebs. 
Should the distended alveolus or group of 
communicating alveoli be deeper within 
the parenchyma the term bulla (Fig. 1C) 
would be used. Such blebs and bullae vary 
as to size, extent and location. Peculiarly, 
they are often segmental or lobar in distri- 
bution, replacing an entire segment or lobe 
while the rest of the lung is normal. This 
fact is of obvious surgical importance, for 
overstretched segments seriously impair- 
ing normal neighbors can be excised. 
Again the important features are (1) that 
they consume space within the thorax and 
may thus impair pulmonary ventilation, 
and (2) that they may become infected 
(although this is rare) owing to the min- 
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Fig. 1.—A, diagrammatic representation of the normal terminal alveolar arrangement. B, broncho- 

genic cyst. The function of normal alveolar groups is impaired by displacement. C, irregular dila- 

tation of alveoli, producing subpleural blebs and parenchymal bullae. D, rupture of air into paren- 
chymal tissue, producing pneumatocele or pseudocyst. 


ute terminal bronchial communications 
leading into them. 

Pneumatocele is not a true cyst. This 
is the accumulation of air by rupture into 
the lung parenchyma (Fig. 1D). It is the 
result either of trauma of certain infec- 
tions of the lung, usually hemolytic staphy- 


lococcus infection in infants and children. 
It requires only the treatment of the 
underlying disease and is usually easily 
recognized. 

In emphysema (Fig. 2A) the alveoli 
throughout have become overstretched and 
have lost elasticity. The condition appears 


569 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


to be degenerative. It is always associated 
with, and aggravated by, a significant de- 
gree of bronchial obstruction due to bron- 
chial inflammation and spasm. The lung 
volume is increased; the diaphragm and 
chest wall are held in a position of inspira- 
tion, and the respiratory motion and alveo- 
lar ventilation are restricted. Again the 
important features are: (1) that the dif- 
fuse dilatation of alveoli consumes spates 
within the thorax and thus aggravates the 
already impaired pulmonary ventilation, 
and (2) that there may be associated in- 
fection. In this case the infection is usually 
confined to the bronchi, but it may be par- 
enchymal or diffuse. 


Symptoms.— The symptoms of cystic 
disease are those due to impaired ventila- 
tion, those due to infection and those due 
to bronchial spasm. In the presence of 
simple cysts the symptoms of infection 
predominate; in the presence of emphy- 
sema the symptoms due to impaired venti- 
lation predominate; but throughout the 
scale in any given case there is nearly 
always at least some element of infection, 
impaired ventilation and bronchial spasm. 

The manifestations of infection vary. 
When cystic spaces become grossly in- 
fected, they act like and are, in fact, a 
variety of lung abscess. There are cough, 
purulent sputum, possible bleeding, fever 
and toxicity. These may be acute, recur- 
rent or chronic, and low grade. The 
smooth, rounded roentgen appearance gen- 
erally distinguishes the infected cyst from 
the abscess. Patients with bullae, blebs 
and emphysema are less likely to have in- 
fected cystic spaces but constantly show 
evidence of chronic bronchitis as judged 
by cough. 

Cysts impair ventilation by replacing 
and compressing normal lung. Dyspnea is 
the result. This is most likely to be severe 
in emphysematous patients, and in cases 
of extreme involvement may prevent even 
slight exertion or may lead to chronic 
anoxemia and death. Superimposed bron- 
chitis and pneumonitis often precipitate 
the most severe episodes by decreasing air 
flow through the bronchi and by edema of 
the alveoli. 
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Bronchial spasm is a less obvious but 
nevertheless a frequent associate of lung 
cysts. The wheeze of frank asthma is not 
usual. Among the simple cysts, spasm 
rarely plays a significant role, but at the 
other end of the scale, in emphysema, it is 
prominent. An audible wheeze may or may 
not be noted either by the patient or by 
the examiner, but the constant improve- 
ment that comes with the use of antispas- 
modic drugs is ample proof of the presence 
of spasm. 


Treatment.—Treatment of any form of 
cystic disease must consider all these fac- 
tors: (1) infection, (2) impaired ventila- 
tion and (3) bronchospasm, each of which 
is usually present at least to a degree. As 
has been noted, gross infection is com- 
monest in association with the simple 
cysts, whereas severely impaired ventila- 
tion and bronchospasm are most promi- 
nent in the presence of diffuse forms of 
cystic disease, such as emphysema. 

Acute infections are combated with rest, 
antibiotics and, when needed, postural and 
bronchoscopic drainage. Rarely need an 
infected cyst be drained, for when the 
acute infection is controlled excision is pre- 
ferred to prevent recurrence. Excision is 
the treatment of choice whenever the cysts 
are single or when they are multiple and 
sufficiently localized. Excision not only re- 
moves nonfunctioning tissue but allows 
improved function of compressed neigh- 
boring normal tissue. At times, even 
though cysts are asymptomatic, they are 
excised because they are indistinguishable 
by roentgenogram from rounded tumor 
masses. Most simple cysts should be re- 
moved even if asymptomatic, because of 
the potential changes of infection and in- 
crease in size. 

Chronic bronchial infection, or at least 
inflammation, is a constant and often 
severe concomitant of cystic diseases, par- 
ticularly emphysema and multiple bullous 
cysts. It must be treated symptomatically 
with cough medicaments and expectorants, 
but in the acute and especially productive 
phases much can be done with antibiotics. 
All possible irritants in inhaled air must 
be removed, and of these cigaret smoke is 
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Fig. 2.—A, diffuse dilatation of alveoli (emphysema). B, spontaneous pneumothorax is produced if 
any kind of cyst ruptures into the pleura. Most commonly, as here, it is a subpleural bleb. 


chief offender. With the bronchiolar 

umen already narrowed by chronic bron- 
hitis and some element of spasm, slight 
idditional edema of the mucosa often pro- 
duces significant further obstruction to the 
air flow. Many patients are significantly 
relieved of cough and dyspnea by the single 
expedient of stopping this pernicious habit, 
smoking. 

Impaired ventilation may be improved 
in various ways: 

a. Increasing the diameter of the bron- 
chial system. This means treatment of 
chronic bronchitis already mentioned and 
the use of drugs to limit bronchial spasm. 


b. Increasing the excursion of the re- 
spiratory motion. This can be done to some 
degree by voluntary exercises designed to 
increase the excursion of the chest wall 
and the diaphragm. Since the chest wall 
is often fixed, the latter is more productive. 
Greater excursion of the abdominal wall 
means greater diaphragmatic excursion. 
Belts designed to hold the abdomen in and 
the diaphragm high, as well as pneumo- 
peritoneum, also help certain patients by 
starting inspiration with the diaphragm 
in a higher position. 

c. Increase in oxygen content of inspired 


air by intermittent administration of oxy- 
gen via mask. This is a measure not often 
needed except in diffuse forms of cystic 
disease. 

d. Mechanical methods of forcing oxy- 
gen into the alveoli. Motley has recently 
described a mechanical method of apply- 
ing positive pressure to the oxygen supply 
during inspiration. Oxygen, and when de- 
sired other vaporizable medicaments, are 
thus forced through the bronchial system 
to the alveoli. This is useful particularly 
in the presence of emphysema. During 
expiration the pressure in the system 
drops to zero, thus allowing maximum 
expiration and preventing retention of 
carbon dioxide. 

e. Surgical excision. This is indicated 
when single cysts or localized groups of 
cysts are impairing ventilation by com- 
pression of neighboring functioning lung. 
Cystic degeneration of segmental, lobar or 
even entire lung distribution occurs at all 
ages, including infancy. Such degeneration 
represents replacement of lung tissue by 
multiple blebs and bullae and when in- 
fected may be indistinguishable from mul- 
tiple bronchiectatic abscesses. When com- 
pression of lung occurs due to collection 
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Fig. 3.—Roentgenogram of an infected broncho- 
genic cyst involving the right upper lobe. De- 
finitive treatment was right upper lobectomy. 


of air in the pleura, mechanical removal is 
imperative as well as prevention of further 
air leak. 

f. Correction of obesity, which is a me- 
chanical increase in the burden on the 
whole cardiorespiratory system and should 
be regulated accordingly. 

g. Measures to combat bronchospasm. 
These are surprisingly productive of im- 
proved ventilation, often in the clinical 
absence of wheeze or other manifestations 
of obstruction. Combinations of ephedrine, 
aminophyllin and phenobarbital (luasmin, 
tedral, etc.), administered by mouth, are 
useful. Nebulized epinephrine and similar 
substances help. The nebulized drugs and 
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antibiotics may be administered with oxy- 
gen. 


Spontaneous Pneumothorax.—Spontane- 
ous pneumothorax presents special and 
often neglected manifestations of cystic 
disease of the lung. In most cases spon- 
taneous pneumothorax is not due to tuber- 
culosis but to superficial blebs or cysts 
rupturing into the pleura (Fig. 2B). Chest 
pain and dyspnea are well known symp- 
toms and are usually recognized. In many 
patients, the point of leak seals spontane- 
ously and recovery is by slow absorption 
of air. However, the price paid in unneces- 
sary morbidity by those who do recover 
and in later large surgical procedures by 
others is proof that active treatment 
should be instituted except in the presence 
of the most minimal pneumothorax. A 
plane roentgenogram is sufficient to rule 
out the occasional case with significant 
underlying disease, such as tuberculosis or 
tumor. The pleura should be immediately 
emptied of air by needle and syringe or 
vacuum bottle. In most instances this is 
all that is necessary, and after an obser- 
vation period of two days the patient can 
be returned to work instead of waiting, 
sometimes weeks, for absorption to take 
place. Should the air show signs of reac- 
cumulation, an intercostal tube is placed 
into the pleura and connected to under- 
water drainage for continuous evacuation 
of air. As soon as the lung has shown 
signs of constant contact with the chest 
wall for forty-eight hours, the tube can 
be removed and the patient restored to 
activity. In a few cases, despite these 
measures, air leak continues; in these 
cases the chest must be explored and the 
point of leak found and tied off. This may 
mean simple ligature of a leaking bleb or 
it may mean excision of a cyst or a group 
of cysts involving one or more segments. 
Rarely, several recurrences of spontaneous 
pneumothorax constitute an indication for 
exploration of the chest and removal of 
a point of air leak. In neglected cases a 
peel of fibrin may form on the collapsed 
lung, preventing reexpansion; this neces- 
sitates decortication. Whenever the chest 
is explored on any of these indications for 
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spontaneous pneumothorax, if the point 
of leak is not found, the visceral and parie- 
‘al pleura are mildly irritated by wiping 
vith gauze to produce adhesion of the 
ang to the chest wall and thus prevent 
ny possible reaccumulation of air in the 
Jeura. 
REPORT OF CASES 


CASE 1.—E. H., a 74-year-old woman, was 
dmitted to the hospital because of weight 
ss and vague digestive complaints. A roent- 
enogram of the chest (Fig. 3) revealed a cyst 
ith fluid level in the right middle lung field 
osteriorly. Bronchoscopic and sputum study 
iiled to make an accurate diagnosis. At ex- 
loration of the chest an infected cyst was 
pserved, with communications to the right 
pper lobe. Because of obvious chronic lobar 
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infection the lobe was removed with the cyst. 
Recovery was uneventful, and the patient im- 
proved. 

CASE 2.—V. McC., a 49-year-old fireman, 
complained of pain in the right upper chest 
region and dyspnea. A roentgenogram of the 
chest revealed bullous cysts replacing the right 
upper lobe (Fig. 4A), and the right upper 
lobe was excised surgically (Fig.-4B). The 
dyspnea and pain were improved. 

CASE 3.—B. B., a 21-year-old man, had 
sudden pain in the right side of the chest and 
dyspnea. Repeated thoracic taps failed to erad- 
icate the right spontaneous pneumothorax 
(Fig. 5). A catheter was put into the chest 
and connected to underwater drainage. Air 
continued to leak through it for several days. 
At thoracotomy a tiny bleb at the apex of the 
upper lobe was leaking air. It was ligated, 


genogram showing multiple bullous cysts isolated to the right upper lobe. 
and compressing its neighbors. 
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Fig. 5.—Roentgenogram showing’ spontaneous 
pneumothorax. The lung is 50 per cent collapsed. 
The leaking bleb is too small to be visualized. 


the pleura mildly irritated, and the chest 
closed. Recovery was complete and prompt. 


SUMMARY 


Broadly defined, cystic diseases of the 
lung include a spectrum of air-containing 
or fluid-containing spaces not caused by 
lung destruction. The range includes single 
cysts at one extreme and pure emphysema 
at the other. The underlying principles of 
management recognize elements of infec- 
tion, bronchospasm, and impaired ventila- 
tion in all cases. Surgical excision is indi- 
cated when the pathologic process is 
sufficiently localized. 


SUMARIO 


Sao estudadas varias caracteristicas dos 
cistos pulmonares, particularisando os 
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cistos simples, de um lado, e o enfiséma : e 
outro. Sao revistos os elementos caus 
dores da infeccéo, do bronco-espasmo e ¢ ; 
diminui¢ao de ventilacéo, em todos os c 
sos. A excisao cirlrgica é indicada nis 
casos em que 0 processo patologico é co 
venientemente localizado. 


RESUMEN 


Gruesamente definida la enfermedad 
quistica del pulmon incluye un espectro de 
espacios conteniendo aire y liquido no pro- 
ducidos por destruccién pulmonar; dentro 
del campo se incluye el quiste Unico por un 
lado y el enfisema por el otro. Los princi- 
pios relacionados al tratamiento reconocen 
elementos de infecci6n, broncoespasmo, y 
perturbacion de la ventilacién en todos los 
casos. La extirpacion quirtrgica esta indi- 
cada cuando el proceso patologico esta 
suficientemente localizado. 


RESUME 


La maladie kystique des poumons s’étend 
d’un simple kyste a l’emphyséme pure. Le 
traitement- se base sur |’infection, les 
spasmes, la diminution de la ventilation. 
Le traitement chirurgical recommandé est 
l’excision. 


ZUSAM MENFASSUNG 


Die zystischen Lungenerkrankungen im 
weiteren Sinne umfassen eine lange Ska! 1 
von Krankheitszustanden mit Luft ode» 
Fliissigkeit enthaltenden Hohlen, die nic! 
durch Zerstérung von Lungengewebe en - 
standen sind. Am einen Ende der Ska! 
stehen die solitaren Zysten und am ande: - 
en das reine Emphysem. Die grundlegei - 
den Richtlinien der Behandlung beriic! - 
sichtigen in allen Fallen Elemente vc 
Infektion, Bronchiospasmus und vermin: - 
erter Ventilation. Wenn der pathologisc!} 
Prozess geniigend lokalisiert ist, bestel 
die Indikation zur chirurgischen Rese! 
tion. 
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RIASSUNTO 


Le malattie cistiche del polmone, con- 
siderate in senso lato, appaiono radiologi- 
camente come cavita contenenti aria o 
liquidi, cavita non causate da processi di- 
struttivi del polmone. 

Cosi intese, tali malattie comprendono 
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dalle cisti uniche allo enfisema. Le diret- 
tive terapeutiche debbono tener conto degli 
stati infettivi, del broncospasmo e, in tutti 
i casi, della insufficiente ventilazione. 
Quando il processo patologico sia sufficien- 
temente localizzato é indicata l’escissione 
chirurgica. 
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Phlebographic Study of the Pelvic Venous System 
by Injection of the Deep Dorsal Vein 






of the Penis in the Living Patient 


BENJAMIN S. ABESHOUSE, M.D., F.A.C.S. 


AND 


MALCOLM E. RUBEN, M.D. 
BALTIMORE, MARYLAND 


OENTGENOGRAPHIC demonstra- 
R tion of the prostatic, periprostatic, 
perivesical and deep pelvic veins in 
living male patients by means of injection 
cf a radiopaque solution into the deep 
dorsal vein is a relatively new diagnostic 
;rocedure. When we began our study in 
the summer of 1950, there were no refer- 
ences to this procedure in the Quarterly 
Cumulative Index of previous years. Our 
observations (Abeshouse and Ruben) were 
first reported at the annual meeting of the 
Mid-Atlantic Section of the American Uro- 
logical Association at Philadelphia on 
April 17, 1952, and later published in the 
Journal of Urology, (68:640-646, Sept., 
1952). In the same journal an independent 
study on the same subject was reported 
by Fitzpatrick and Orr. We have since 
learned that the procedure was first in- 
troduced by de la Pena in 1946 and sub- 
sequently employed and reported by 
Estella (1947), Anselm (1950), de la Pena 
and Anselm (1950), Cicarrilli (1950) and 
Boyce and deTar (1952). 

Anatomic Background.—Anatomic text- 
books contain relatively little information 
concerning the veins of the prostate, blad- 
der and deep pelvis. The data obtained by 
this venographic procedure have consider- 
ably enhanced our knowledge of the num- 
ber, course, tributaries and communica- 
tions of the pelvic veins. In 1724 Santorini 
described a plexus of veins (now bearing 
his name) which cover the anterior sur- 
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face of the prostate and extend upward 
onto the anterior surface of the bladder. 
He made no attempt to describe the normal 
distribution or variations encountered in 
this venous plexus. The next contribution 
to this subject was made by Breschet in 
1832, but it added relatively little new 
information concerning the anastomosis of 
this plexus. 

However, for a more comprehensive de- 
scription of the venous supply of the pros- 
tate, bladder and other pelvic structures 
and their communications, we are indebted 
to Batson (1940, 1942), Johnstone (1946), 
de la Pena (1946), Kiss (1947), Beneventi 
and Noback (1949) and Anderson (1950). 
The venous system of the pelvic organs in 
the human male can be readily demon- 
strated by injecting the deep dorsal vein 
of the penis (1) of male cadavers with 
artist’s paint (blue or yellow) solutions 
(Batson, Johnstone) ; (2) of male cadav- 
ers with colored plastic (vinylite) solu- 
tions (Beneventi and Noback); (3) of 
anesthetized monkeys with radiopaque so- 
lutions, thereafter observing the course of 
the veins by fluoroscopic and roentgeno- 
graphic technics (Batson) and (4) of liv- 
ing male patients with radiopaque solu- 
tions combined with roentgenographic 
study (de la Pena, Cicarrelli, Abeshouse 
and Ruben, and others). 

It is interesting to note that an effort 
to demonstrate the venous supply of the 
female pelvis in cadavers and living pa- 
tients through the dorsal vein of the cli- 
toris and through the corpora cavernosa 
of the clitoris has been attempted by de 
la Pena, Guilhem and others, but the re- 
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Fig. 1—Left, phlebogram taken after injection of superficial dorsal vein of penis. Prostatic and 

vesical plexuses not filled. Communication of superficial dorsal vein of penis with external pudendal 

vein on each side is demonstrated. Right, normal phlebogram of 28-year-old man. A, deep dorsal 
vein of penis; B, prostatic plexus; C, internal iliac vein. 


sults have been unsatisfactory. Roentgeno- 
graphic demonstration of the pelvic venous 
system after the injection of the corpora 
cavernosa of living male patients has also 
been attempted by Baux and his co- 
workers and by de la Pena, but the occur- 
rence of local complications and poor de- 
lineation of the pelvic venous system led 
to prompt abandonment of this procedure. 
Roentgenographic demonstration of the 
pelvic venous system after the transosse- 
ous injection (i. e., canalization of the 
pubis, ischium, iliac crest, trochanter, sac- 
rum) of radiopaque solutions in the living 
male patient has been successfully em- 
ployed by Drasnar and in living female 
patients by Baux, Guilhem and their as- 
sociates. 

The arterial blood supply of the normal 
and pathologic prostate and bladder has 
been extensively studied in cadavers, and 
in patients succumbing to operative pro- 
cedures on the prostate, by Bumpus and 
Antopol (1934), Krass (1935), and Flocks 
(1937). From their studies it is evident 
that the arterial blood supply of the pros- 
tate is derived on each side from a branch 
of the inferior vesical artery, which pene- 
trates the lateral aspect of the prostate at 
the prostatovesical juncture and divides 
into two sets of arteries, viz., (a) a super- 
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ficial group passing along the postero- 
lateral margin of the prostate to supply 
the greater mass of the true lobar pros- 
tatic tissue and the area contiguous with 
the verumontanum and (b) a deeper group 
extending downward to the periurethral 
glandular areas. Bumpus and Antopol 
demonstrated three main arterial planes 
within the normal prostate: (1) a super- 
ficial longitudinal plexus beneath the cap- 
sule of the gland; (2) a middle plexus 
extending down from the aforementioned 
plexus and penetrating the prostatic tis- 
sue, and (3) a deep longitudinal plexus 
lying beneath the mucosa of the prostatic 
portion of the urethra. The distribution of 
the veins within the prostate appears to 
conform to the arterial pattern afore- 
described. 

Knowledge of the anatomic components 
and tributaries of the pelvic venous sys- 
tem is essential to accurate execution and 
correct interpretation of venographic 
study of the pelvis and correct interpreta- 
tion of the results by injection of the 
deep dorsal vein of the penis. 

The chief components of the pelvic ve- 
nous system are: 

1. Dorsal Veins of the Penis.—(a) 
Superficial ‘dorsal vein of the penis: 
There may be one or two superficial dorsal 








veins, which drain the prepuce and the 
skin of the penis, running backward in 
the subcutaneous tissue, inclining to the 
right and left and opening into the cor- 
responding external pudendal vein, a 
tributary of the great saphenous vein. 

(b) Deep dorsal vein of the penis: This 
is a solitary vessel which lies in the dorsal 
midline beneath Buck’s fascia of the penis, 
receives blood from the glans penis and 
the corpora cavernosa and passes back- 
ward in the midline between the two dor- 
sal arteries of the penis. Near the root 
of the penis it penetrates the triangular 
ligament (the suspensory ligament, uro- 
genital diaphragm) and then passes 
through an aperture between the arcuate 
pubic ligament (puboprostatic ligament) 
to form the venous plexuses surrounding 
the prostate and the bladder. Prior to 
passing beneath the pubic bone, the deep 
dorsal vein gives off a branch on each side 
which fuses with the veins draining the 
bulbous urethra and the posterior scrotal 
veins and communicates with the internal 
pudendal vein and in turn with the in- 
ferior hemorrhoidal veins. 

After the deep dorsal vein penetrates 
the triangular ligament it divides into 
three branches: (a) right, (b) left and 
(c) superficial central. 

The right and left branches appear im- 
mediately after the dorsal vein emerges 
from the triangular ligament. They pass 
laterally along the prostate, sending off 
branches to form the lateral prostatovesi- 
cal plexus, and continue onward to form 
the obturator plexus and anastomose with 
the hemorrhoidal plexus. 

The superficial central vein is essentially 
the continuation of the main trunk of the 
deep dorsal vein of the penis, and as it 
passes through the two leaves of the pubo- 
prostatic ligament it gives off a branch 
which passes upward for a short distance 
(0.5 to 1 em.) and bifurcates into two 
lateral branches which course over the 
inner surface of the pubic ramus and the 
symphysis, lying on the endopelvic fascia 
covering the periosteum of these bony 
structures, and also send tributaries to 
drain the retropubic fat. The main portion 
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of the central vein passes over the anterior 
surface of the prostate and contributes 
several branches to the plexus of veins 
covering the anterior surface of the pros- 
tate and the lower portion of the anterior 
surface of the bladder. The superficial 
central vein is the first large vein en- 
countered in clearing the retropubic area 
during exposure of the prostate and pros- 
tatovesical junction in the Millan retro- 
pubic prostatectomy, and should be ligated 
or retracted prior to opening the prostatic 
capsule. 

2. Pudendal plexus: This plexus is 
often erroneously designated as the pro- 
statovesical plexus. It is a group of 
veins lying immediately behind the tri- 
angular (or suspensory) ligament and the 
lower part of the symphysis pubis. It is 
situated at some distance anterior to the 
prostate and bladder and is not in inti- 
mate contact with these two organs. Its 
chief tributary is the deep dorsal vein of 
the penis, but it also receives branches 
from the anterior surface of the prostate 
and bladder. The pudendal plexus com- 
municates with the prostatic and vesical 
plexuses, the internal pudendal veins and 
the inferior hemorrhoidal plexus. It is 
drained by one or more veins on either 
side. The corresponding plexus in the fe- 
male is called the vesicovaginal plexus. 

(a) Internal pudic veins (vv. pudendae 
internae) are the venae comites of the 
internal pudic artery. The pudic vein has 
its origin in the veins which issue from the 
corpus spongiosum, accompany the inter- 
nal pudic artery and unite to form a single 
vessel which ends in the internal iliac vein. 
The internal pudic vein also receives veins 
from the bulb of the urethra and the 
superficial perineal and inferior hemor- 
rhoidal veins. A branch of the deep dorsal 
vein of the penis also communicates with 
this vein on each side. 

3. Prostatic plexus (plexus of Santorini 
Fig. 1): This plexus is formed from the 
prostatic veins and lies partly in the 
fascial sheath covering the prostate and 
partly between the fascial sheath and 
prostatic capsule. The plexus communi- 
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cates with the pudendal and _vesical 
plexuses. 

4, Vesical plexus: This plexus lies on 
he muscular coat of the bladder and is 
varticularly prominent over the lower 
interior part of the bladder and the 
nase of the prostate. It communicates 
vith the prostatic and pudendal plexuses. 
t is drained by several vesica] veins into 
he lateral prostatovesical plexus and 
hence into the internal iliac vein. 


5. Lateral prostatovesical (lateral plex- 
s): This plexus is the largest plexus of 
eins surrounding the prostate and blad- 
er. Its chief tributary is the right or 
he left lateral branch of the deep dor- 
al vein of the penis respectively, after 
t penetrates the suspensory ligament. 
Chis plexus communicates with pudendal 
ind obturator plexuses. These lateral plex- 
uses may give rise to serious bleeding 
during a retropubic prostatectomy when 
gauze packs are placed in the lateral pros- 
tatovesical recess or when the transverse 
incision in the prostatic capsule is ex- 
tended too far laterally. The confluence 
of the right and left lateral plexuses is 
particularly marked when the prostate is 
relatively small. 

6. Obturator plexus: This is composed 
of two rings of veins, one overlying the 
other, surrounding the margin of the 
obturator foramen. It is formed by 
branches from the lateral prostatovesical 
plexus and the obturator vein. 


(a) The obturator vein begins in upper 
portion of the adductor region of the thigh 
and enters the pelvis through the anterior 
portion of the obturator foramen. It runs 
backward and upward on the lateral wall 
of the pelvis and gives off branches to aid 
in forming the obturator plexus. The main 
portion of the obturator vein runs below 
the obturator artery and passes between 
the ureter and the internal iliac artery to 
enter into the internal iliac vein. 

Thus it appears that the prostate and 
bladder are intimately surrounded by a 
rich network of veins and venous plexuses 
in the pelvic fat and fascia investing these 
organs or in the walls of the viscera them- 
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selves. The chief plexuses are the vesical 
and rectal (hemorrhoidal), supplemented 
by the prostatic and pudendal plexuses in 
the male and the uterine and vaginal 
plexuses in the female. The vascular com- 
ponents of the pelvic venous system are 
thin-walled. These venous plexuses are not 
closed systems, for they anastomose freely 
not only with the plexuses of adjacent 
organs and structures within the pelvis 
but also with the veins in and about the 
vertebrae, which in turn communicate 
with the venous system within the thorax 
and then extend to the cranial venous sys- 
tem. The existence of a rich network of 
valveless, plexiform, longitudinal channels 
connecting the deep pelvic veins with the 
cranial sinuses through the intermediation 
of the vertebral venous system (ascending 
lumbar veins, azygos venous system, deep 
cervical venous plexuses) has been clearly 
demonstrated by Batson, Johnstone, An- 
derson, Beneventi and others. 

By increasing the amount and/or vary- 
ing the viscosity of the material injected 
into the deep dorsal vein of the penis, 
these investigators were able to demon- 
strate the spread of the material in the 
venous system in successive stages: 

1. Characteristic venous pattern of the 
pelvis: deep dorsal vein of the penis, lat- 
eral prostatovesical, prostatic, vesical, 
pudendal plexus, internal iliac vein, in- 
ferior vena cava. 

2. Prevertebral and vertebral venous 
system: filling of the veins of the genito- 
urinary system, the pelvic girdle, vertebral 
and inferior vena cava as high as the up- 
per lumbar region, including the renal 
venous system. 

3. Thoracic and cervical venous systems : 
extension of injected material along the 
vertebral venous system with filling of the 
inferior vena cava, hepatic veins, pulmo- 
nary veins, right auricle and ventricle, 
intercostal vein and deep cervical veins. 

4, Cranial venous system: extension of 
dye into cranial sinuses within the skull, 
i. e., the superior sagittal. 

Batson, Anderson and other investiga- 
tors found that when a moderate amount 








of the radiopaque material (20-30 cc.) was 
injected into the deep dorsal vein of the 
penis, the dye spread into the venous plex- 
uses surrounding the prostate and bladder 
and thence into the inferior vena cava. 
If mechanical obstruction is present in the 
form of abdominal compression, the dye 
spreads into the veins of the pelvic girdle, 
acetabulum and the veins in and about 
the lumbar vertebral column instead of 
directly into the inferior vena cava. The 
latter pattern represents a replica of the 
spread of metastatic carcinoma of the 
prostate to the vertebra and pelvic girdle. 

Technic.—The pelvic venographic tech- 
nic employed in our clinic was devised 
after considerable trial and experiment 
with various-sized needles, cannulas, plas- 
tic and rubber catheters, etc. The present 
technic is simple to execute, causes no local 
or systemic reaction and yields uniformly 
good results. 

The material required are relatively in- 
expensive and readily available in every 
hospital. They are as follows: 

1. Two stainless steel needles, No. 20 
gauge, 1% inches long. 

2. Two glass syringes (20 cc. each, with 
Luer-Lok). 

3. One three-way stopcock (B&D). 

4. Intravenous set (500 cc. physiologic 
solution of sodium chloride) with appro- 
priate tubing. 

5. Tourniquet (12-inch piece of solid or 
Dakin’s rubber tubing. 

6. 10 ce. of radiopaque material (70 per 
cent), Urokon or Diodrast, or 20 cc. of 35 
per cent Urokon or Diodrast. 

The technic of injection consist of the 
following steps: 

1. Preparation of skin of penis, scrotum 
and suprapubic area as in any surgical 
operation. 

2. Application of tourniquet at base of 
penis, to distend dorsal veins. 

3. Percutaneous puncture of deep dorsal 
vein of penis (No. 20 needle is attached 
to three-way stopcock and 20 cc. syringe 
filled with physiologic solution of sodium 
chloride). 
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4. Strapping of needle in place with ad- 
hesive strips. Saline solution is permitted 
to run through limb of stopcock to insure 
accurate entry into vein and insure paten- 
cy of injection apparatus. While the sa- 
line solution is running, the syringe con- 
taining saline is removed and a syringe 
containing 20 cc. of 70 per cent Urokon or 
Diodrast is connected to the stopcock. 


5. Rapid injection of 20 cc. of the 70 
per cent or 30 cc. of the 35 per cent radio- 
paque solution and taking of roentgeno- 
grams. 


6. Admission of 100 cc. of running saline 
solution into the deep dorsal vein. During 
this interval the films may be examined; 
if they are unsatisfactory, the injection 
of the dye may be repeated with impunity. 


7. Removal of needle and control of 
bleeding by gentle pressure with sterile 
sponge at site of needle puncture. 


Several steps in the technic are worthy 
of further comment. The first important 
consideration is the anatomic arrangement 
of the dorsal veins of the penis. The super- 
ficial dorsal vein may appear as a solitary 
vein in the dorsal midline or two parallel 
or laterally placed veins. It should be care- 
fully avoided. After the tourniquet is 
applied and the skin of the dorsum of the 
penis is stretched or put on tension, the 
deep dorsal vein is readily detected as a 
blue tubular swelling in the dorsal mid- 
line beneath Buck’s fascia as it passes 
from the midportion of the penis toward 
the suspensory ligament. 

We have never found it necessary to 
make an incision over the deep dorsal vein. 
We do not employ local infiltration of skin 
over the site of the needle, puncture or 
general or intravenous anesthesia. Surface 
anesthesia with an ethyl chloride spray 
may be employed if the patient is nervous. 
Preoperative sedation with phenobarbital 
(gr. 114) per os or morphine sulfate (gr. 
14) hypodermically is given one-half hour 
before injection. 

Great care must be exercised to insert 
the needle accurately within the deep dor- 
sal vein of the penis. If it is inserted into 
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the superficial dorsal vein, the dye will not 
pass beneath and behind the pubic bone 
to fill the venous plexuses in and around 
the bladder and prostate, but rather de- 
lineates the communication between the 
superficial dorsal vein of the penis and 
the superficial femoral and pudendal veins 
(Fig. 1, left). If the needle is not accu- 
rately inserted within the lumen of the 
deep dorsal vein and penetrates the wall of 
the vein, the injected dye may escape and 
infiltrate the surrounding tissues, causing 
a chemical irritation, induration or local- 
ized slough. The last-mentioned complica- 
tion was encountered only once in our 
series of more than 35 cases and occurred 
in one of the earliest cases when a small 
polyethylene tube was used to canalize the 
deep dorsal vein. When local infiltration 
with the dye does occur, it may be dis- 
persed by immediately injecting into the 
infiltrated area 1,500 units of hyaluroni- 
dase dissolved in 2 cc. of physiologic solu- 
tion of sodium chloride. 

Systemic reactions to the injection of 
the dye are seldom encountered even in 


patients with a history of allergy, asthma 


and chronic bronchitis. However, it is 
wise to question each patient about any 
sensitivity to iodine and to perform the 
routine intradermal and conjunctival tests 
for sensitivity to Urokon and Diodrast as 
a precautionary measure prior to injec- 
tion. The most frequent and pronounced 
reaction is one of local heat in the root 
of the penis or in the lower part of the 
abdomen, lasting one to three minutes. In 
rare instances, respiratory oppression last- 
ing a few seconds may occur, and this may 
be effectively combated by appropriate in- 
travenous therapy. For this purpose it is 
well to have available an emergency tray 
containing 1 cc. ampules of epinephrine, 
coramine, aminophyline and benadryl. 
The radiographic technic is simple and 
quickly performed. The venograms are 
taken on 14 by 17 cm. films at 90 to 94 KV 
and 200 ma. at 1/5 to 1/10 second, with 
the lens set over the suprapubic area 42 
inches from the table and angled slightly 
toward the patient’s head. To facilitate 
the downward flow of the dye into the pel- 
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vic veins, one may tilt the radiographic 
table 10 degrees toward the head or place 
a small pillow under the patient’s buttock 
if the table is stationary. Single or stereo- 
scopic films are taken routinely with the 
patient in the anteroposterior position. 
Stereoscopic films are far more informative 
than solitary films. The first film is usual- 
ly taken after 10 cc. of the dye has been 
injected and the second film after 10 cc. 
more has been injected. Films may also be 
taken with the patient in the lateral, lateral 
oblique or posterior rump position, par- 
ticularly when one suspects the presence 
of a tumor or mass of the pelvic organs 
producing unilateral or bilateral compres- 
sion or displacement of the various venous 
plexuses about the prostate and bladder 
and the deep pelvic veins. 

The spatial relations of the deep pelvic 
veins and plexuses to the prostate and 
vesical neck may be more readily delineated 
when a Foley catheter is inserted prior to 
injection and the balloon portion of the 
catheter is distended with an appropriate 
amount of radiopaque solution. 


Interpretation of Results: The most 
difficult part of the entire procedure is the 
correct interpretation of the venograms. 
Obviously, as one acquires more experi- 
ence with this procedure, a more accurate 
interpretation of the normal and abnormal 
venous patterns of the deep pelvic veins 
will result in the following conditions. 

1. Determination of the normal ana- 
tomic distribution, course and variations 
in the pattern of the venous blood supply 
of the deep pelvic organs and structures. 

2. Differences in the venous pattern 
produced by lesions of the prostate, blad- 
der, seminal vesicles, pelvic bones, retro- 
peritoneal area, etc. 

38. Accurate preoperative delineation of 
the venous pattern of the prostate and 
bladder which may be encountered in con- 
servative and radical operations on the 
prostate, bladder and rectum. 

4. Determination of the effect of vari- 
ous surgical procedures upon the venous 
pattern of the deep pelvic organs. 
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5. Determination of the effect of in- 
trinsic or extrinsic inflammation, suppura- 
tion, or obstruction by benign or malignant 
growths of the deep pelvic tissues upon 
the venous pattern within the pelvis. 

Indications.—As our experience with 
this diagnostic procedure increased, we 
were impressed with the many indications 
for its use in a wide variety of conditions. 
In the following tabulation we have enu- 
merated some of the clinical conditions in 
which this procedure has yielded invalua- 
ble information from diagnostic and surgi- 
cal standpoints: 

I. Urologic 

1. Delineation of the venous pat- 

tern about the prostate and 
bladder as a guide in the execu- 
tion of conservative and radical 
operations on these organs. 
Differentiation between benign 
hypertrophy and carcinoma of 
the prostate. 
Phlebothrombosis and thrombo- 
phlebitis of the deep pelvic veins 
following operation on the pros- 
tate. 

. Phlebothrombosis associated 
with priapism. 

. Phlebothrombosis associated 
with traumatic rupture of the 
urethra or bladder, fracture of 
the pelvis, stricture of the ure- 
thra with extravasation of 
urine, etc. 

Differentiation between a calcu- 
lus in the lower portion of the 
ureter and a phlebolith in one 
of the perirectal, hemorrhoidal, 
pelvic, periprostatic or perivesi- 
cal veins. 

Determination of the effect of 
periprostatic and perivesical in- 
fections on the deep pelvic veins. 
Determination of extent of com- 
pression of the deep pelvic veins 
by metastatic pelvic lymph nodes 
in cases of primary carcinoma 
of penis, urethra and bladder, 
testicular neoplasms, etc. 
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9. Determination of the venous 


pattern and obstructive changes 
produced by benign or malig- 
nant neoplasms of the seminal 
vesicles, wolffian duct and retro- 
pelvic tissues; congenital pelvic 
kidney and other anomalies of 
the kidney within the deep pel- 
ivs; diverticula of the bladder; 
dilated ectopic ureters, mega- 
loureters, etc. 


II. Surgical 


As 


Demonstration of the site of 
phlebothrombosis on the femor- 
al, saphenous, deep pelvic and 
internal iliac veins or the in- 
ferior vena cava associated with 
varicose veins, following any 
operation on lower extremities, 
abdomen, genitourinary organs, 
or associated with generalized 
or local vascular diseases, blood 
dyscrasia, prolonged recumben- 
cy or immobilization, ete. (Fig. 
1, right). 


. Arteriovenous aneurysms. 


Obstructions of the inferior por- 
tion of the vena cava. 


Compression, displacement or 
obstruction of the deep pelvic 
veins produced by benign or 
malignant (primary or second- 
ary) tumors of the gastroin- 
testinal tract, pelvic bones, geni- 
tourinary tract, retropubic or 
retroperitoneal regions; lym- 
phosarcoma, Hodgkin’s disease, 
etc. 


III. Medical 
1. Determination of the extent of 


venous stasis in cases of cardiac 
failure. 

Determination of the extent of 
venous stasis in patients with 
cirrhosis of the liver. 
Determination of the extent of 
venous stasis in case of ascites 
associated with primary or sec- 
ondary carcinomatosis of ab- 
dominal or pelvic tumors. 
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Fig. 2.—Left, pelvic phlebogram in a case of benign prostatic hypertrophy. A, widely separated pro- 

static venous plexus with increase in size and number of veins; B, anastomosis between lateral pro- 

statovesical plexus and inferior hemorrhoidal vein. Right, pelvic phlebogram in a case of carcinoma 

of the prostate. A, small prostatic venous plexus. B, paucity of veins in prostatic area and numer- 
ous small thromboses in the existing veins. 


IV. Experimental (factual or theoretic) 
1. Pathway of the spread of me- 

tastases from carcinoma of the 
prostate and bladder to the 
vertebrae, pelvic bones, lungs 
and cranial cavity. 
Pathway of the spread of infec- 
tion (thrombophlebitis) in cases 
of periosteitis of the pubic bones 
or osteitis of the vertebrae and 
the head of the femur following 
open or closed operations on the 
prostate and bladder. 
Pathway of infection in cases 
of periprostatic and perivesical 
infections and their subsequent 
spread to the periureteral, peri- 
nephritic, pulmonic and pleural 
spaces. 


A brief discussion of some of the indi- 
cations for the use of this procedure in the 
diagnosis of various urologic conditions is 
-in order. In our experience, the greatest 
and most practical value of the procedure 
is the fact that the rich plexuses of veins 
about the prostate and bladder may be 
accurately demonstrated prior to any oper- 
ation on the bladder and prostate. Techni- 
cally, such information is invaluable to 
the urologic surgeon in the execution of a 
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retropubic and perineal prostatectomy, 
total cystectomy, excision of a large vesi- 
cal diverticulum, etc., and enables him to 
adopt appropriate precautionary measures 
or to modify his operative plans in order 
to prevent unnecessary and troublesome 


bleeding during these operations. 

This procedure may provide valuable in- 
formation in those cases of unexplained 
fever with tenderness and swelling about 
the prostatic bed, following any operation 
on the prostate and bladder, which are 
usually due to thrombophlebitic extension 
of infection from the enucleation bed or 
the resected area. It may also be of bene- 
fit in determining the extent of the in- 
flammatory or suppurative process and 
the accompanying phlebothrombosis and 
thrombophlebitis of the deep pelvic veins 
in cases of periprostatic and perivesical 
infections of the nonoperative variety 
whose cause and origin are usually quite 
baffling. 

The characteristic venograms obtained 
in the cases of a normal prostate, benign 
hypertrophy and carcinoma of the pros- 
tate provides an excellent means of differ- 
entiating between these conditions in 
doubtful cases. The normal gland (Fig. 1, 
right) reveals a rich compact venous 
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Left, prostatic phlebegram in a case of extensive carcinoma of prostate with marked infiltra- 


tion and invasion of lower left lateral wall of bladder. Note small prostatic venous plexus and small 

thromboses in left lateral prostatovesical plexus, which is decidedly smaller than similar plexus on 

right side. Right, pelvic phlebogram in a case of thrombophlebitis of left leg. A, thrombus in left fe- 
moral vein. 


plexus covering the entire small area of the 
anterior surface of the prostate. The later- 
al prostatovesical plexuses are usually well 
delineated and show no unusual thinning, 
dilatation or separation. In cases of benign 
hypertrophy of the prostate (Fig. 2, left) 
the striking feature is the increased vas- 
cularity in the periprostatic and the ad- 
jacent perivesical area. The prostatic and 
vesical plexuses show an increase in num- 
ber and size of the veins, which is particu- 
larly marked in the region of the anterior 
surface of the prostate and the prostato- 
vesical junctions. These plexuses appear 
to be displaced anteriorly, and the lateral 
prostatovesical plexuses are more widely 
separated as the prostatic adenomatous 
mass enlarges and encroaches upon these 
plexuses. The venous displacement is clear- 
ly demonstrated when the films are taken 
and viewed in the stereoscopic position. 
Although thrombotic foci in the peripros- 
tatic and perivesical veins are usually ab- 
sent in cases of benign prostatic hyper- 
trophy, patients with the more chronic 
condition may show occasional isolated 
thrombotic foci. In cases of contracture 
of the vesical orifice due to fibrosis or bar 
formation there is no appreciable altera- 
tion in the size, shape and form of the 
prostatic veins. 


The characteristic observations in the 
presence of carcinoma of the prostate 
(Fig. 2 and Fig. 3, left) area relative pau- 
city of vessels, thinning of the individual 
vessels and irregular filling of the various 
plexuses. These changes become more 
striking as the carcinomatous process in- 
creases in size. The same picture, which 
was also observed by de la Pena and 
Cicarrelli, may be attributed to the fre- 
quent occurrence of thromboses in the 
various venous components about the pros- 
tate. These thrombotic foci appear as 
small dilated areas in the course or at the 
site of branching of veins. “Pooling” or 
“puddling” of the dye within the intra- 
prostatic network or in the periprostatic 
network may be observed in cases of ex- 
tensive carcinoma with spread into the 
periprostatic and perirectal tissues and 
extension into the bladder and seminal 
vesicles. 


Pelvic phlebographic study provides 
positive graphic evidence of the response 
of prostatic carcinoma to hormonal and 
castration therapy and may prove to be 
an excellent method of testing the efficacy 
of the aforementioned single or combined 
therapeutic measures. It is quite possible 
that when more urologists employ this 
new procedure and accurate data are 
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available to establish or confirm the patho- 
logic evidence with radiographic changes, 
this procedure may be employed as an im- 
portant diagnostic method in cases of 
oecult or early or suspected carcinoma. 

This procedure should provide impor- 
tant information concerning the pathologic 
changes in the deep pelvic veins in cases 
of priapism. Pathologists have recognized 
for a long time that thrombosis of the in- 
frapubic and retropubic portions of the 
deep dorsal vein of the penis, with or with- 
out extension in the anterior prostatic 
plexus, is the usual cause of the vascular 
cype of priapism. Thrombosis of the deep 
pelvic veins is frequently observed in cases 
of priapism caused by blood dyscrasias and 
tumor metastases. When the corpus spon- 
giosum urethrae and the glans penis are 
involved in the erectile process, the throm- 
bosis is more extensive and widespread in 
the superficial penile veins and in the 
venae profundae draining the bulbous 
portion of the urethra, and may extend 
into the pudendal plexus. 

Pelvic phlebographic study may also be 
of great value in the differential diagnosis 
between a calculus in the lower third of 
the ureter, and a calcified phlebolith in a 
branch of the inferior or middle hemor- 
rhoidal veins or in a branch of the lateral 
prostatovesical plexus. Stereoscopic views 
clearly and accurately establish the spatial 
relations of the calcified shadow to the 
deep pelvic veins and ureter. This method 
is particularly effective when a ureteral 
catheter has been passed up to or beyond 
the level of calcified shadow. 

This radiographic procedure is certain 
to yield extremely valuable information 
concerning the size, shape and position of 
any tumor or inflammatory mass involving 
the pelvic organs and/or the surrounding 
‘tissues and structures. These tumors and 
masses produce definite anatomic, patho- 
logic and mechanical changes in the pelvic 
venous system, i. e., compression, oblitera- 
tion, displacement, etc., which should aid 
greatly in establishing the nature of the 
pelvic tumor or mass and in determining 
the type of treatment to be employed, 
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whether chemotherapeutic or operative. 
Obviously there is a vital need for further 
information and data concerning the ab- 
normal venous pattern produced by the 
wide variety of diseases of the pelvic 
organs and the region in general. 

It is particularly noteworthy that this 
procedure offers a means of study of the 
spread of infection and metastases from 
the pelvic organs or structures to other 
organs. We believe that it substantiated 
the venous pathway of the spread of in- 
fection, i. e., thrombophlebitis in cases of 
osteitis of the pubic bones, vertebrae or 
femur following operation on the prostate, 
bladder and female pelvic organs. We also 
believe that the personal clinical results 
and the experimental results reported by 
others offer positive confirmatory evidence 
of Batson’s theory, namely, that the ve- 
nous patterns obtained by injection of the 
deep dorsal vein of the penis with various 
amounts and types of radiopaque material 
are more or less replicas of the pathway 
of the spread of metastases from carcino- 
ma of the prostate and other pelvic tumors 


to the pelvic girdle, vertebrae, lungs, skull, 
etc. 


SUMMARY 


1. Roentgenographic demonstration of 
the pelvic venous system in the male by 
the injection of a radiopaque solution (35 
to 70 per cent Urokon or Diodrast) is a 
simple, safe and inexpensive procedure. 
In a series of about 35 clinical cases the 
procedure has proved to be an accurate 
and valuable diagnostic measure in a wide 
variety of conditions. 

2. It has provided accurate delineation 
of the distribution of the veins over the 
anterior surface of the prostate and pros- 
tatovesical junction and of the lateral 
prostatovesical plexuses. This information 
has greatly facilitated the technical execu- 
tion of several retropubic prostatectomies 
for benign hypertrophy of the prostate 
and has proved highly valuable in perform- 
ing other types of prostatectomy and par- 
tial and total cystectomy. 

3. The procedure not only supplies valu- 
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able information concerning the size of 
the gland to be removed but also provides 
an excellent and accurate method of differ- 
entiating between benign and malignant 
enlargement of the prostate gland. The 
procedure may also yield valuable diagnos- 
tic information with regard to other dis- 
eases of the genitourinary organs, i. e., 
localization of the thrombotic process in 
the deep pelvic veins in cases of priapism; 
graphic demonstration of the effect on the 
deep pelvic veins produced by (a) peri- 
prostatic and perivesical infections, (b) 
benign or malignant tumors of the pelvic 
organs, retropelvic tissues, pelvic girdle, 
rectal or perirectal area, and (c) meta- 
static malignant involvement of the pelvic 
lymph nodes from neoplasms of the penis, 
urethra, prostate, bladder, testicles and 
seminal vesicles. 

4. The procedure has been invaluable 
for accurate demonstration of the site of 
venous obstruction and thrombus forma- 
tion in several cases of phlebothrombosis 
of the femoral and internal iliac veins 
associated with varicose veins of the ex- 
tremities, recumbency and following oper- 
ations (Fig. 3, right). It may also be used 
to great advantage in demonstrating simi- 
lar lesions in the inferior vena cava or 
other lesions, i. e., arteriovenous aneur- 
ysms, caval or iliac venous obstructions 
caused by aortic aneurysms, etc. 

5. It is readily apparent that this pro- 
cedure may be used for determining the 
extent or degree of venous status in a wide 
variety of medical diseases, viz., cirrhosis 
of the liver, ascites associated with pri- 
mary or secondary carcinomatosis of the 
abdominal or pelvic organs, cardiac fail- 
ure, etc. 

6. The procedure has also been utilized 
to good advantage in the experimental 
study of the complex venous network con- 
necting the deep pelvic veins and the crani- 
al venous system through intercommunica- 
tion of the prevertebral, vertebral and 
thoracic venous systems. Further studies 
along these lines will undoubtedly yield 
invaluable information of great clinical 
and pathologic significance. Through the 
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medium of this procedure we may expect 
new light to be thrown upon (1) the path- 
way of the metastases from carcinoma of 
the prostate and bladder, (2) the mechan- 
ism (thrombophlebitis?) responsible for 
the development of periostitis of the pubic 
bones, vertebra and femur following oper- 
ations on the prostate, bladder, pelvic or- 
gans and inguinal area and (3) spread of 
infection from the prostatic and peripros- 
tatic foci to distant areas. 

7. Further clinical trial and experience 
with this procedure will definitely estab- 
lish its value in the aforementioned con- 
ditions and most likely prove its merit in 
other clinical and experimental conditions. 


RESUME 


L’Urokon en solution de 35 a 70% est 
d’une grande valeur pour le diagnostic et 
’étude du systéme veineux pelvien male: 
i. e. de la prostate, de la région prostato- 
vésicale et des plexus latéraux prostato- 
vésicaux. Ceci facilite grandement la chi- 
rurgie prostatique rétro-pubienne et aide 
a déterminer la nature histologique de la 
glande prostatique. On peut aussi s’en 
servir pour déterminer certains cas de 
priapisme, des tumeurs pelviennes, du can- 
cer de la verge, de l’uréthre, de la prostate 
de la vessie, des testicules et des vésicules 
séminales. Son usage a été aussi trés 
précieux pour connaitre le site d’une ob- 
struction par phlébothrombose de la fé- 
morale et de l’iliaque interne; voir méme 
de la veine cave ou d’anévrisme etc. Son 
usage est donc trés précieux et trés varié. 


RIASSUNTO 


1. La dimostrazione radiologica del sis- 
tema venoso pelvico nell’uomo ottenuta 
mediante iniezione di soluzioni radiopache 
(Urokon o Diodrast al 35-70%) é@ un 
metodo semplice, sicuro, economico. Esso 
si 6 dimostrato utile per la diagnosi in una 
grande varieta di affezioni ed é stato im- 
piegato in 35 casi clinici. 

2. Il metodo ha fornito un’accurata 
descrizione della distribuzione delle vene 
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sulla superfice anteriore della prostata e 
lella giunzione prostatovescicale oltre che 
iei plessi laterali prostatovescicali. Questi 
lati hanno facilitato l’esecuzione di molte 
yrostatectomie retropubiche per ipertro- 
ia prostatica benigna e si sono dimostrati 
issai utili per l’esecuzione di altri tipi di 
»rostatectomia e di cistectomia parziale o 
otale. 


3. Il metodo consente di ottenere non 
soltanto informazioni sulle dimensioni 
lella ghiandola che deve essere asportata, 
na rappresenta anche un eccellente e vali- 
io sistema per differenziare le ipertrofie 
yenigne da quelle maligne. Inoltre fornisce 
lementi diagnostici preziosi in altre ma- 
attie degli organi genitro-urinari, come 
1elle tromboflebiti delle vene profonde del 
»acino nei casi di priapismo; fornisce, in- 
‘ine, la rappresentazione grafica delle alter- 
azioni venose pelviche conseguenti a (1) 
infezioni periprostatiche e perivescicali; 
(2) tumori benigni 0 maligni degli organi 
pelvici, dei tessuti retropelvici, del cingolo 
pelvico, della regione rettale e perirettale; 
(3) diffusione metastatica maligna ai lin- 
fonodi pelvici da tumori del pene, uretra, 
— vescica, testicoli, e vescicole semi- 
nali. 


4. Il metodo si é dimostrato impareg- 
giabile nella dimostrazione della sede di 
occlusioni venose e trombi in diversi casi 
di flebotrombosi liaca e femorale associa- 
ta a varici delle estremita, a decubito o 
post-operatoria. 

Pud essere usato anche, e con vantaggio, 
per dimostrare lesioni analoghe nella vena 
cava inferiore oppure per altre lesioni 
quali aneurismi artero-venosi, occlusione 
cavale o iliaca da aneurisma aortico, ecc. 

5. E’evidente che il suo impiego pud 
venire esteso anche alla determinazione del 
grado e della estensione di un patimento 
venoso in molte malattie mediche come la 
cirrosi del fegato, l’ascite da carcinosi 
primitiva o secondaria degli organi pervi- 
ci o addominali, l’insufficenza cardiaca, ecc. 

6. Pud essere usato con vantaggio in 
ricerche sperimentali sulla complicata rete 
venosa che collega le vene pelviche pro- 
fonde e il sistema venosa cranico attra- 
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verso le communicanti prevertebrali, ver- 
tebrali e toraciche. Studi ulteriori in 
questo senso porteranno certamente alla 
scoperta di dati di grande valore clinico 
e patologico. Si potra far luce (1) sulle 
vie di diffusione delle metastasi da car- 
cinoma prostatico e vescicale; (2) sui 
meccanismi (tromboflebite?) responsabili 
della comparsa di periostiti del pube, delle 
vertebre e del femore consecutive ad in- 
terventi sulla prostata, vescica, organi 
pelvici e regione inguinale; (3) sulla diffu- 
sione delle infezioni da focolai prostatici 
e periprostatici fino a zone lontane. 

7. Tentativi clinici ed esperienze ulteri- 
ori potranno stabilire definitivamente il 
valore del metodo in tutte le circostanze 
sopra ricordate e con ogni verosimiglianza 
ne confermeranno i vantaggi in altre con- 
dizioni cliniche e sperimentali. 


SUMARIO 


1. Um estudo radiologico do sistéma 
venoso pervico do homem, através a inje¢ao 
de solucéo radio-opacas (solugdes a 35 ou 
70% de Urokon ou Diodrast), é processo 
simples, barato e sem perigo algum, que 
deve sér empregado. 

2. Através ésse processo, se pode bem 
conhecer o trajeto e a distribuicéo das 
véias através a superficie anterior da pros- 
tata, e bem assim da juncao prostatovesical 
dos plexos prostatovescias laterais. Isso 
vem facilitar bastante a execucdo técnica 
de muitas prostatectomias retro-pubianas 
praticadas em casos de hipertrofias be- 
nignas da postata, e bem assim é de valor 
sensivel na execucao de outros metodos de 
prostatectomia, e bem assim nas cistecto- 
mias parciais ou totais. 

3. Além de bem indicar a regiaéo da 
glandula a sér retirada, 0 processo discu- 
tido, segundo os autores, serve ainda como 
meio excelente para o diagnostico difer- 
encial entre as lesdes benignas e malignas 
da prostata. Servira ainda o processo, 
como valioso meio subsidiario para o di- 
agnostico de outras doencas dos orgaos 
genito-urinarios, como por exemplo, na 
localizagao de processo trom-bético das 
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véias pelvicas, em casos de priaprismo; 
perturbacées venosas causadas sobre as 
véias pelvicas por infeccdes perivesicais, 
tumoéres benignos ou malignes dos orgaos 
eplvicos, dos tecidos rtro pelvicos, cinturao 
pelvico, area retal ou peri-retal, e, final- 
mente, nas metastases maligna afetando 
os codulos ganglios pelvicos, nos casos de 
neoplasmas do péne, uretra, prostata, 
beniga, testiculos e vesiculas seminais. 

4. O processo pode sér ainda usado com 
grande vantagem para demonstrar lesdes 
do veia cava inferior, como por exemplo, 
aneurismas arterio-venosos, obstrucgdes 
iliacas ou cavais causadas por aneurismas 
adrticos, etc. 

5. Pensam os autores que o processo 
pode ainda sér empregado para demon- 
strar 0 grau e a extensao do estado venoso 
em enorme variedade de afeccdes, como na 
cirrose hepatica, nas asites associadas a 
carcinomatose primaria ou secundaria dos 
orgaos pélvicos abdominais, etc. 

6. O processo foi ainda utilizado experi- 
mentalmente com alguma vantagem, para 
estudo de certas pertumbacoes ligadas ao 
mecanismo das véias pelvicas e sistemas 
venosos cranianos, através intercomuni- 
cacao dos sistémas prevertebrais, verte- 
brais e toracicos. Esclarecem éles que 
estudos a sérem procedidos, virao, certa- 
mente, demonstrar o valor para a clinica 
e para a patologia que o processo acarre- 
tara. 

7. Uma maior experiencia clinica com 
ésse processo radiologico, vira demonstrar, 
muito breve, o seu valor inconteste na 
elucidagao de lesdes clinicas e experi- 
mentais, concluem os autores 0 seu bem 
fundamentado trabalho. 


RESUMEN 


1. La demostracion roentgenografica del 
sistema venoso pélvico en el hombre por 
la inyeccién de solucién radiopaca (de 35 
a 70 por ciento de Urokon 6 Diodrast) es 
un procedimiento sencillo, seguro y bara- 
to. En una series de 35 casos clinicos el 
procedimiento ha demostrado ser una me- 
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dida diagnostica exacta y valiosa en una 
gran variedad de padecimientos. 

2. Ha probado una delinecaién exacta 
de la distribuciOn venosa de la cara an- 
terior de la prostata y uni6n prostatovesi- 
cal y de los plexos laterales prostatovesi- 
cales. Esta informacion ha facilitado 
grandemente la realizacién técnica de di- 
versas prostatectomias retropubicas por 
hipertrofia benigna de la prostata, y ha 
probado ser grandemente valiosa en la 
realizacion de otros tipos de prostatecto- 
mia y cistectomia parcial y total. 

3. El procedimiento no solamente aporta 
valiosa informacion en relacién al tamafo 
de la glandula que va a ser extirpada, sino 
que es un método excelente y exacto de 
diagnostico diferencial entre los crecimi- 
entos benignos y malignos de la prostata. 
El] procedimiento puede también aportar 
informacién diagnostica de valor en rela- 
cién con otros padecimientos de los orga- 
nos urogenitales, tal como en la localiza- 
cién de procesos trombésicos de las venas 
pélvicas profundas en casos de priapismo, 
demostracion grafica de los efectos que 
sobre las venas pélvicas profundas pro- 
ducen: a) las infecciones periprostaticas 
y perivesicales, b) los tumors benignos 6 
malignos de los 6rganos pélvicos, tejidos 
retropélvicos, cinturén pélvico, region rec- 
tal 6 perirectal y c) complicaci6n meta- 
stasica maligna de los nodulos linfaticos 
pélvicos por neoplasias del pene, uretra, 
prostata, vejiga, testiculos y vesiculas 
seminales. 

4. El procedimiento es de valor inesti- 
mable para la demostraci6n exacta del 
sitio de trombosis venosa y formaci6én de 
trombo en varios casos de flebotrombosis 
de la femoral 6 iliacas internas asociada 
con venas varicosas de las extremidades 
inferiores, posicidn de dectibito y post- 
operatorio (Fig. 10). Puede también usar- 
se con grandes ventajas en la demostracién 
de procesos semejantes en la vena cava 
inferior u otros procesos patolégicos tales 
como, aneurismas arteriorvenosos, obstruc- 
ciones venosas de la cava e iliacas produ- 
cidas por aneurismas, etc. 

5. Es manifiesto que este procedimiento 
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puede ser usado para la determinacion de 
ja extensi6n y grado del estado de las 
venas en gran variedad de padecimientos 
médicos, tal como en la cirrosis hepatica, 
ascitis asociada a carcinoma primario 6 
secundario de los 6rganos abdominales 6 
pélvicos, insuficiencia cardiaca, etc. 

6. El procedimiento ha sido utilizado 
también con buen resultado en el estudio 
xperimental de la compleja red venosa 
jue une las venas pélvicas profundas y el 
sistema venoso craneal a través de la 
-omunicacion de los sistemas venosos pre- 
vertebral, vertebral y toracico. Estudios 
yosteriores, indudablemente dejaran in- 
‘ormaci6n inestimable de la gran signifi,- 
sacion clinica y patologica. A través de 
este procedimiento es de esperarase nuevos 
hallasgos sobre (1) el camino de las me- 
tastasis del carcinoma de la prostata y el 
de la vejiga, (2) el mecanismo (z trombo- 
flebitis?) responsable del desarrollo de 
periostitis en los huesos pubianos, vérte- 
bras y fémur, que se presenta consecutiva- 
mente a las operaciones sobre la prostata, 
vejiga, Organos pélvicos y regi6n inguinal, 
y (3) la difusion de infeccién a partir de 
los focos prostaticos y periprostaticos a 
regiones distantes. 

7. Esfuerzos elinicos y experiencias 
posteriores con este procedimineto estable- 
ceran definitivamente su valor en los 
padecimientos mencionados anteriormen- 
te, probando probablemente su mérito en 
otros parecimientos clinicos y condiciones 
experimentales. 


ZUSAM MENFASSUNG 


1. Die réntgenographische Darstellung 
des Venensystems des mannlichen Beckens 
mittels Einspritzung einer strahlenun- 
durchlassigen Lésung (35 bis 70 prozenti- 
ges Urokon oder Diodrast) stellt ein ein- 
faches, ungefadhrliches und billiges Ver- 
fahren dar. Die Methode hat sich in einer 
Serie von 35 klinischen Fallen als zuver- 
lassiges und wertvolles diagnostisches 
Hilfsmittel erwiesen. 
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2. Das Verfahren gestattet eine genaue 
Darstellung der Verteilung der Venen iiber 
die Vorderfliche der Prostata und iiber die 
Verbindung zwischen Prostata und Blase 
sowie der seitlichen Prostatablasengeflech- 
te. Die Kenntnis diser Verhaltnisse tragt 
erheblich zur Erleichterung der technis- 
chen Ausfiihrung mancher retropubischer 
Prostatektomien bei gutartiger Hyper- 
trophie der Driise bei und erweist sich 
als dusserst hilfreich beim Vollzug anderer 
Formen der Prostatektomie sowie der par- 
tiellen und totalen Blasenresektion. 

3. Das Verfahren verschafft nicht nur 
wertvolle Auskunft tiber die Groésse der 
zu entfernenden Driise sondern erweist 
sich auch als ein ausgezeichnetes und zu- 
verlassiges Mittel, zwischen gutartigen 
und bésartigen Vergrésserungen der Pro- 
stata zu unterscheiden. Aber auch bei 
anderen Erkrankungen der Harn- und Ge- 
schlechtsorgane kann die Methode wert- 
volle diagnostische Aufschliisse ergeben, 
wie g. B. die Lokalisierung thrombotischer 
Prozesse in den tiefen Beckenvenen in 
Fallen von Priapismus und die graphische 
Darstellung von Folgezustanden in den 
tiefen Beckenvenen, die durch (a) peri- 
prostatische und perivesikale Infektionen, 
(b) gutartige oder bésartige Geschwiilste 
der Beckenorgane, des retropelvischen Ge- 
webes, des Beckengiirtels, des rektalen 
oder perirektalen Gebietes und (c) durch 
bésartige metastatische Erkrankung der 
Beckenlymphknoten bei Geschwiilsten des 
Penis, der Harnroéhre, der Prostata, der 
Blase, der Hoden und der Samenblaschen 
hervorgerufen werden. 

4. Das Verfahren ist von unschatzbarem 
Wert zur genauen Darstellung des Sitzes 
von Venenverschliissen und Thrombus- 
bildungen in manchen Fallen von Throm- 
bose der V. femoralis und der Vv. iliacae 
internae im Zusammenhang mit Kramp- 
fadern der Gliedmassen, Bettlagerigkeit 
und vorausgegangenen Operationen (Abb. 
10). Ferner lasst sich die Methode mit 
grossem Erfolg zur Darstellung ahnlicher 
Zustande in der unteren Hohlvene sowie 
anderer Erkrankungen z.B. des arterio- 
vendsen Aneurysma, der Verlagerung der 
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Hohlvene oder der V. iliaca durch ein Aor- 
tenaneurysma etc. anwenden. 

5. Es liegt auf der Hand, dass sich das 
Verfahren auch zur Bestimmung der Aus- 
dehnung und des Grades venéser Stauung 
in einer reichen Auswahl innerer Erkrank- 
ungen eignet, wie z.B. bei der Leberzirr- 
hose, beim Aszites in Fallen von primarer 
oder sekundirer krebsiger Erkrankung 
der Bauch- oder Beckenorgane, bei Herz- 
schwache usw. 

6. Das Verfahren wird ferner mit gutem 
Nutzen in der experimentellen Erfor- 
schung des komplizierten vendsen Netz- 
werks angewendet, das die tiefen Becken- 
venen auf dem Wege iiber das praeverte- 
brale, vertebrale und thorakale Geflecht 
mit dem Venensystem des Schadels verbin- 
det. Weitere Arbeiten in dieser Richtung 
werden zweifellos wertvolle Informationen 
von grosser klinischer und pathologischer 
Bedeutung zutage bringen. Man kann er- 
warten, dass mit Hilfe dieser Methode 
eine Klarung der folgenden Probleme er- 
reicht wird: 1) Auf welchem Wege ver- 
breiten sich die Metastasen beim Karzinom 
der Prostata und der Harnblase? 2) Wel- 
cher Vorgang (Thrombophlebitis?) ist 
fiir die Entstehung der Knochenhautent- 
ziindung des Schambeins, der Wirbel und 
des Oberschenkelknochens nach Opera- 
tionen an der Prostata, der Harnblase, der 
Beckenorgane und am Leistenkanal ver- 
antworlich? 3) Auf welchem Wege wird 
eine Infektion von einem Herd in der 
Prostata oder im periprostatischen Ge- 
webe in entfernte Gebiete verschleppt? 

7. Weitere klinische Versuche und Er- 
fahrungen mit dieser Methode werden 
ihren Wert bei den hier erwahnten Er- 
krankungen endgiiltig bestatigen und sehr 
wahrscheinlich ihre Verdienste in anderen 
klinischen und experimentellen Zusam- 
menhangen aufweisen. 


BIBLIOGRAPHY 


Abeshouse, B. S., and Ruben, M. E.: Prostatic 
= a Phlebography, J. Urol 68 :640, 
1952 

Andee, R.: Diodrast Studies of the Vertebral 
and Cranial Venous Systems, J. Neurosurg. 8:411, 
1951. 


MAY, 1953 


Anselm, A.: Contribucion al estudio de la fisi- 
ologia y fisiopatologia de la circulacion venosa 
y al mecanismo de produccion de la trombosis en 
general de los membros inferiores en la cirugia 
de abdomen. Doctoral Thesis, Madrid: 1949; 
Clinica y Laboratorio vol. 286, 1950. 


Batson, O. V.: The Function of the Vertebral 
Veins and Their Role in the Spread of Metastases, 
Ann. Surg. 112:138, 1940. The Role- of the Ver- 
tebral Veins in the Metastatic Process, Ann. Int. 
Med. 16:38, 1942. 

Baux, R.: La phlebographie pelvienne, These 
Toulouse: These, 1950. 

Baux, R., and Poulhes: La phlebograhic pel- 
vienne, J. de Radiol. 31:7, 1950. 

Beneventi, F. A., and Noback, G. J.: Distribu- 
tion of Blood Vessels of the Prostate Gland and 
Urinary Bladder; Application to Retropubic Pros- 
tatectomy, J. Urol. 62:663, 1949. 

Boyce, W. H., and deTar, J. H.: Femoro-lIliac 
Phlebography by Injection of the Dorsal and Lat- 
eral Veins of the Penis: Scientific exhibit at An- 
nual Meeting of American Urological Association, 
Atlantic City, N. J., June 23, 1952. 

Brosch, J. C., and Jamieson, E, B.: Cunning- 
ham’s Textbook of Anatomy. London: Oxford 
University Press, 1943, pp. 738 and 1314. 

Breschet, Gilbert: Recherches anatomiques, 
physiologiques et pathologiques sur le systeme 
vieneux et specialement sur les cavaux vieneux 
des os. Paris: Villaret et Cie, Paris, Crochard, 
Bruxelles, 1835. 

Bumpus, H. C. Jr., and Antopol, W.: Distribu- 
tion of Blood to the Prostatic Urethra, J. Urol. 
32:354, 1934. 

Ciccarelli, G.: Ulteriori contributo alla conos- 
cenza della plebographia des vasi pelvici (Phle- 
bography of the Pelvic Vessels), Atti Soc Ital. 
Urologia, 1949; tdem Urologia 17:377, 1950. 

Drasnar, V.: Intraspongiose Dauer-tropfinfu- 
sion, Schweiz Med. Wehnschr. 876:36, 1946. 

Ducuing, J.; Guilhem, P.; Baux, R.; Fournie, J., 
and Paille, J.: Contribution a l’etude de la vas- 
cularisation osseuse de retour a l’aide de la phle- 
bographic pelvienne, Congres pour l’avancement 
des sciences, Toulouse, Sept. 14, 1950. 

Ducuing, J.; Guilhem, P.; Marques, P.; Baux, 
R., and Paille, J.: Results of Phlebography of 
Pelvis and Lower Extremities in Pelvic Urogenital 
Cancer, Bull. Assoc. franc. etude cancer 38:512, 
1951, 

Estella, J.: Intervention en la ponenacia de! 
Professor Dos Santos sobre estudio de arterio- 
grafia y flebografia—XII*¢ Congress de la Societe 
internationale de chirurgie, London, Sept. 14-20, 
1947. Imprimerie medicale et scientifique, Brux- 
elles, 1948, pp. 302-307. 

Fitzpatrick, R. L., and Orr, L. M.: Pelviopros- 
tatic Venography; Preliminary Report, J. Urol 
68:647, 1952. 

Flocks, R. H.: The Arteria! Distribution within 
the Prostate Gland; Its Role in Transurethral 
Prostatic Resection, J. Urol. 37:524, 1937. 

Guilhem, P., and Baux, R.: Contribution a 
l’etude de la circulation veineuse die bassin a 
l’aide de la phlebographie, Sud. M. et Chir., 1950. 


590 





VOL. XIX, NO. 5 


Guilhem, P.; Baux, R.; Fournie, J., and Paille, 

: Exploration radiologique des veines du bassin 

chez-la femme, Gynecologie et Obstetrique 49 :432, 
1950. 

Johnstone, A. S.: Experimental Study of the 
Vertebral Venous System; Preliminary Report, 
Proc. Roy. Soc. Med. 39:538, 1946. 

Kiss, F.: Les "Sat _ de la Prostate, 
Acta anatomica 4:155, 

Krass, E.: Die pesene gefulesangung von 
Blasenhals and prostata, Arch. f. klin. chir. 183: 
595, 1938. 

Olivier, C.: Technique de la phlebographie pel- 
sab obo. par injection per osseuse, Presse Med. 58: 
98 


ABESHOUSE AND RUBEN: PHLEBOGRAPHY 


De la Pena, A.: Flebografia de plexos y vaso 
pelvianos en el vivo, Rev. Espanola de chir. 4:245. 
1946. Flebografia de plexos y vaso pelvianos en el 
vivo, Radiol.-cancerol. 1946, pp. 15-30. Phlebo- 
graphie de Beckenvenem am Lebenden, Ztschr. f. 
urol. 44:561, 1951. 


De la Pena, A., and Anselm, A.: Meningeal 
metastases from a carcinoma of the prostate; its 
possible mechanism of production, Urol. and 
Cutan. Rev. 54:262, 1950. 


Poule, J., and Baux, R.: Etude anatomique des 
veins du bassin sur le vivant par la phlebographie 
pelvienne, 36th Reunion des Anatomistes, Louvain, 
1950. 


For information pertaining to qualifications for 


Fellowship, Associate Membership or Junior Membership in the 


United States Section, International College of Surgeons 


please communicate with 
Dr. Karl A. Meyer, F.A.C.S., F.I.C.S. 
1516 Lake Shore Drive 
Chicago 10, Illinois 


For information pertaining to qualifications for 


Fellowship or Associate Membership 


in the 


Canadian Section, International College of Surgeons 


please write 
E. M. C. McAmmond, M.D. 
Suite 2, 1701 West Broadway 
Vancouver 9, B. C., Canada 
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system were noted as long ago as the 
seventeenth century. From that time 

on, interest in the physiologic and pharma- 
cologic properties of ergot has been con- 
tinuous. Rothlin' observed, during the 
course of his earliest experiments with 
the ergot extracts, a direct peripheral 
stimulation of smooth muscle organs, e.g., 
blood vessels, uterus, iris and denervated 
amnion. Stoll and Hofman? have succeeded 
in saturating one of the double bonds of 
the lysergic acid portion of several ergot 
alkaloids, with the resultant formation of 
well-defined, stable dihydrogenated com- 
pounds. This alters the effects of the natu- 
ral alkaloids. The dihydrogenation of the 
dimethyl pyruvic acid groups of the ergot 
alkaloids essentially eliminates their vaso- 
constrictor effects in normal animals and 
actually promotes vasodilatation instead. 
Griffith and Comroe*® have demonstrated 
an increased incidence of tail gangrene 
and a high mortality rate in “thyrotoxic” 
rats given injections of ergotamine tar- 
trate. Wells and Anderson‘ have confirmed 
these observations with respect to tail 
gangrene but reported no fatalities after 
single intraperitoneal injections of 12.5 
mg. per kilogram of ergotamine tartrate 
in rats. They also reduced the oxygen con- 
sumption of normal rats by 41.3 per cent 
through the use of propylthiouracil, but 


[ss effects of ergot on the vascular 
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this did not alter the incidence of gan- 
grene, as compared with that in euthyroid 
animals, when the rats were given ergot- 
amine. Smith and Zalman*® have observed 
reduced growth rate and gangrene in nor- 
mal rats given large doses of ergotamine 
tartrate, but when they gave even larger 
doses of dihydrogenated alkaloids (di- 
hydroergotamine, dihydroergocornine, di- 
hydroergocristine, CCK 179) they failed 
to induce gangrene or alter the growth 
rate in normal young rats. 

It becomes of particular interest, in view 
of the reversal of effects upon peripheral 
vessels that results from dihydrogenation 
of ergot alkaloids, to determine whether 
administration of such preparations has 
a tendency to result in gangrene or death 
in animals unusually susceptible to the 
vasoconstrictor actions of ergot, i.e., in 
rats whose metabolic rates have been ac- 
celerated by administration of thyroxin. 

Methods.—Young adult rats of the 
Sprague-Dawley strain (60 to 120 days 
of age and weighing 130 to 230 Gm.) were 
arranged in 7 groups, each of which was 
equally divided with respect to male and 
female animals. The first 4 groups were 
given subcutaneous injections of 0.1 mg. 
of crystalline thyroxin per rat per day for 
ten days preceding the first injection of 
ergot alkaloid and throughout the period 
of alkaloid administration. The animals 
in Group I (30 rats), after ten days of 
thyroxin, each received intraperitoneal in- 
jections of ergotamine tartrate in combi- 
nation with thyroxin and at dosage levels 
of 4 mg. per kilogram of body weight 
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laily for approximately eight days, fol- 
owed by 2 mg. per kilogram for thirty- 
‘even days or until death occurred. Group 
I (10 rats) was given dihydroergotamine 
4 mg. per kilogram per day) in the same 
nanner for forty-five days. Group III (10 
ats) was given dihydroergocornine for 
he same period and in the same manner 
s dihydroergotamine was given in Group 
I. Group IV (10 rats) received 4 mg. per 
ilogram per day of CCK 179 (a combi- 
ation of dihydroergocornine, dihydro- 
rgocristine and dihydroergokryptine) for 
orty-five days. Groups V (16 rats) and 
"I (14 rats) received ergotamine tartrate 
nd dihydroergotamine methane sulfonate 
espectively, without thyroxin, and in 
laily doses of 4 mg. per kilogram per day 
‘or forty-five days. Group VII (20 rats) 
vas given 2 mg. per kilogram per day of 
rgotamine tartrate plus the standard dose 
f thyroxin and was included in order to 
dJetermine whether a lower dosage of er- 
zotamine would produce the same rate and 
incidence of gangrene as the higher dosage 
administered in Group I. 

Intraperitoneal injections of the alka- 
loids and subcutaneous injections of thy- 
roxin were given between 9 and 10 a.m. 
each day. Autopsy was performed on all 
animals that succumbed or were killed at 
the end of the experiment (see Table). 

Oxygen consumption rates, determined 
on 3 rats after daily injections of 0.1 mg. 
of thyroxin for ten days, averaged 80 per 
cent above normal. In general, the animals 
treated with thyroxin were highly active 
and were difficult to handle. The high oxy- 
gen consumption, the high level of activity 
and the difficulty in handling were con- 
sidered to be indicative of a hypermeta- 
bolic state. 


A tail was considered gangrenous when 
a dry, black, necrotic area measuring at 
least 1/32 inch appeared at the distal end. 
The gangrenous segment usually extended 
proximally, and the necrotic tip then broke 
off. The rats of Group I, in which there 
was earlier appearance of tail gangrene 
plus a greater rate of tail loss per unit 
of time than in those of the other groups, 
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Fig. 1.— Gangrenous and nongangrenous rat 

tails. A, normal tail or tail typical of Groups 

III and IV; B, tail typical of Groups II and VI; 

C, tail typical of Group I; D, tail typical of 
Group VII. 


have been described as exhibiting “rapidly 
progressing” gangrene. When a gangre- 
nous segment remained the same for 
several days and the tail loss per unit of 
time was less than in Group I, the animals 
were described as exhibiting “slowly pro- 
gressing” gangrene. All comparisons were 
based on the rates of progression observed 
in Group I (Fig. 1). 

Results.—Group I, given thyroxin and 
ergotamine tartrate, showed a high mor- 
tality rate. Twenty-six of the 30 animals 
died between the fourth and the seventh 
day of alkaloid administration. In 14 ani- 
mals rapidly progressing gangrene de- 
veloped within two to ten days after the 
start of alkaloid injections. It was noted, 
in the animals that died without true gan- 
grene, that cyanotic rubor appeared at the 
ends of their tails (distal 1 inch) within 
twenty-four to forty-eight hours after the 
start of the injections; this occurred in all 
but 4 animals of those that died. 
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In Group II, given injections of thyroxin 
and dihydroergotamine, tail gangrene de- 
veloped in only. 3 of the 10 animals, and 
this was slight and progressed more slowly 
than did the gangrene observed in Group 
I. One rat in which no gangrene developed 
died after thirty-three days. Of those in 
which gangrene did develop, 2 died after 
thirty-three days of administration, and 1 
survived forty-five days of injections. 

In Groups III and IV, with treated in- 
jections of thyroxin and, respectively, di- 
hydroergocornine and CCK 179, no deaths 
occurred and no gangrene of the tails was 
observed. 

In Group V, given ergotamine tartrate 
without thyroxin, 13 of the 16 animals 
showed gangrene within twenty-five days, 
but it was slight and progressed slowly. 

In Group VI, which received dihydroer- 
gotamine without thyroxin, only 1 animal 
in 14 was observed to have gangrene, 
which was slight. 

The results when reduced amounts of 


ergotamine were given to the rats in 
Group VII were only slightly different 
from those observed in Group I. Gangrene 
occurred in 18 of 20 animals within the 
same period of time as that required in 


Group I. In 5 animals there developed 
rapidly progressing gangrene within seven 
days after the start of injections. In 2 
animals gangrene developed in the period 
between the twenty-first and the thirtieth 
day after the start of injections. 


Autopsies were performed on all ani- 
mals with tail gangrene and revealed no 
evidence of gangrenous processes in the 
internal organs. 


COMMENT 


The exact mechanism of action on the 
vascular system of the natural alkaloids 
of ergot remains undetermined, but it is 
known that they have direct effects upon 
the peripheral vessels. The peripheral 
action of ergotamine tartrate appears to 
be primarily responsible for vasospasm 
in the smaller vessels of the tail in 
hyperthyroid rats. Wells and Anderson‘ 
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have assumed that chronic thyroxin 
administration increases the incidence of 
ergotamine-induced gangrene in the tail 
of the rat by prolonging the action of the 
alkaloid (possibly by interfering with its 
elimination or destruction) rather than by 
altering the resistance of tissues to vascu- 
lar occlusion or by sensitizing the vascular 
musculature to ergotamine. Any interpre- 
tation of the observed phenomena with 
respect to the physiologic mechanisms in- 
volved must be highly speculative. 

It has been pointed out that thyroxin 
increases tissue metabolism and, because 
of this, higher oxygen supply and a higher 
rate of blood flow to the periphery are 
necessary. Restriction of the peripheral 
blood flow due to administration of a vaso- 
constrictor drug might, therefore, easily 
lead to a discrepancy between the need of 
oxygen and blood on the one hand and the 
actual supply of oxygen and blood to the 
tissues on the other. This may explain 
the higher incidence of gangrene in the 
thyroxin-treated rats.® 

The increased susceptibility of hyper- 
thyroid rats to ergotamine tartrate as evi- 
denced by vasospasm and gangrene, may 
be related to_the ergot reversal of the 
classic epinephrine reaction.’ This reversal 
is manifested by a fall in blood pressure 
in normal animals given epinephrine sub- 
sequent to administration of ergot deriva- 
tives, as contrasted to the rise in blood 
pressure characteristically produced by 
epinephrine alone. The direct constrictor 
action of the natural ergots, in normal 
animals, seems to be opposed to some ex- 
tent by the reversal phenomenon, because 
such animals have a normal peripheral 
sympathetic tone due to the presence at 
the myoneural junctions of the usral 
amounts of epinephrine. There is evidence 
for the belief that hypermetabolic animals 
exhibit subnormal peripheral sympathetic 
tone which may be partly due to reduced 
elaboration of epinephrine at the myo- 
neural junctions; therefore, the direct con- 
strictor actions of the ergot alkaloids may 
be essentially unopposed.’ However, it 
may be that the reversal phenomenon is 
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Fig. 2.—Three-dimensional graph showing seven groups of rats plotted on the X axis. 
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were injected as follows: Group I, ergotamine tartrate and thyroxin; Group II, dihydroergotamine 

and thyroxin; Group III, dihydroergocornine and thyroxin; Group IV, hydergine (a combination 

of dihydroergocornine, dihydroergocristine, and dihydroergokryptine) ; Group V, ergotamine tartrate 

without thyroxin; Group VI, dihydroergotamine without thyroxin, and Group VII, low dose of ergo- 

tamine tartrate plus thyroxin. Day of appearance of gangrene in each group is plotted on Z axis. 
Each block represents 1 animal. 


only coincidental and that some other 
mechanism, possibly similar to that sug- 
gested by Wells and Anderson,‘ may also 
play a role. 

We are aware of the fact that the natu- 
ral ergot alkaloids may have a profound 
effect on cellular metabolism.® Not only 
do they counteract the stimulative effect 
of epinephrine, but they also inhibit thy- 
roxin in this respect. It remains to be seen 
whether this factor has any influence on 
the incidence and severity of tail gangrene. 


The dihydrogenated derivatives, on the 
other hand, because they are apparently 
devoid of direct vasoconstrictor action, 
fail to produce significant degrees of pe- 
ripheral vasoconstriction even under con- 
ditions of low peripheral sympathetic tone. 
It therefore appears that the hydrogenated 
preparations could be given therapeutical- 
ly to individuals with hyperthyroidism 
without danger of gangrenous complica- 
tions.* 

The high mortality rate in rats treated 
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with thyroxin and given ergotamine tar- 
trate may have been due to overdosage 
with a highly “toxic” substance. It also 
may be due to a summation of “toxic” 
effects by the interaction of thyroxin and 
the nonhydrogenated ergot preparations. 


SUMMARY 


The injection of ergotamine tartrate 
into thyroxin-treated adult rats of the 
Sprague-Dawley strain caused rapidly pro- 
gressing gangrene in all animals that 
survived for two to ten days from the 
first administration of ergotamine. Dihy- 
droergotamine was responsible for slowly 
progressing gangrene in only 3 of 10 hy- 
perthyroid animals and thus evidenced a 
minimal capacity of this substance to in- 
duce vasoconstriction. Dihydroergocornine 
and CCK 179 (a combination of dihy- 
droergocornine, dihydroergocristine and 
dihydroergokryptine) failed to induce 
gangrene in hypermetabolic rats. The 
mechanisms that may be responsible for 
the increased incidence of gangrene in thy- 
roxin-treated rats given natural ergot al- 
kaloids are discussed. 

Author’s Note: We should like to thank 
Mr. Glenn Mills and Mr. Billie Wheeler for 
their valuable assistance in preparing the 
photographs, and Dr. T. S. Eliot for his valu- 
able suggestions and criticisms. 


ZUSAM MENFASSUNG 


Die Einspritzung weinsteinsauren Er- 
gotamins in ausgewachsene mit Thyroxin 
behandelte Ratten des Sprague-Dawley 
Stammes rief in allen Tieren, die zwie bis 
zehn Tage nach der ersten Ergotamingabe 
noch lebten, eine sehr schnell fortschreit- 
ende Gangran hervor. Dihydroergotamin 
verursachte eine langsam fortschreitende 
Gangr4n in nur drei von zehn hyperthyreo- 
iden Tieren, was auf eine sehr geringe 
Fahigkeit dieser Substanz, Vasokonstrik- 
tion hervorzurufen, schliessen lasst. Di- 
hydroergocornin und CCK 179 (eine 
Kombination von Dihydroergocornin, Di- 
hydroergocristin und Dihydroergokryp- 
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tin) riefen keine Gangrin bei Ratten mit 
erhoéhtem Grundumsatz hervor. Es wird 
eroértert, welche Vorginge fiir das haufige 
Auftreten von Gangrin bei mit Thyroxin 
behandelten Ratten nach Verabfolgung 
von natiirlichem Ergot-Alkaloid verant- 
wortlich sein mégen. 


SUMARIO 


A injecaéo de tartrato de ergotamina em 
ratos adultos tratados pela tiroxina, deter- 
minou uma rapida progressao de gangréna 
em todos os animais, os quais sobreviveram 
de dois a dez dias da primeira injecao de 
ergotamina. A  dehidroergotamina foi 
responsavel pela progressao lenta da gan- 
gréna em apenas 3 de 10 ratos hipertiroidi- 
nos, 0 que evidencia a diminuta capaci- 
dade dessa substancia em produzir a 
vaso-constriccao. A dehidroergocornina e 
o CCK 179 (que é€ uma combinacao da 
dehidroergocornina, dehidroergocristina e 
dehidroergokriptina) falham na producao 
da gangréna nos ratos hipermetabolicos. 
Sao discutidos os mecanismos responsaveis 
por tais observacées. 


RESUMEN 


La inyeccién de tartrato de ergotamina 
en ratas adultas de la cepa Sprague- 
Dawley, tratadas con tiroxina, produce 
gangrena rapidamente progresiva en todos 
los animales que sobreviven de dos a diez 
dias a partir de la primera administracion 
de ergotamina. La dihidroergotamina fué 
responsable de gangrena lentamente pro- 
gresiva en solamente 3 de 10 animales 
hipertiroideos y en aquellos que mostraron 
una capacidad minima de vasocontriccion 
inducida por esta substancia. La dihidro- 
ergotamina y la CCK 179 (combinacién 
de dihidroergotamina, dihidroergocristina 
y dihidroergocriptina) fueron incapaces 
de producir gangrena en ratas hipermeta- 
bélicas. Se discute el mecanismo que puede 
ser el responsable del aumento de inciden- 
cia de gangrene en ratas tratadas con 
tiroxina a las que se les da alcaloides 
naturales de ergot. 
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RESUME 


Le tartrate d’ergotamine, injecté a des 
rats traités 4 la thyroxin, améne de la 
gangréne. L’auteur discute et commente 
les résultats de ces travaux avec ces pro- 
duits. 


RIASSUNTO 


L’iniezione di tartrato di ergotamina in 
topi adulti del ceppo Sprague-Dawley, 
trattati con tirossina, causa rapidamente 
una gangrena progressiva in tutti gli ani- 
mali che sopravvivono da 2 a 10 giorni 
dopo la somministrazione di ergotamina. 
La diidroergotamina fu causa di gangrena 
ad andamento lento in 3 su 10 animali 
ipertiroidizzati, dimostrando cosi una 
minima capacita a produrre vasocostri- 
zione. La diidroergocornina e il CCK 179 
(che € una combinazione di diidroergo- 
cornina, di diidroergocristina e di diidro- 
ergocriptina) non riuscirono a produrre 
gangrena nei ratti ipermetabolici. 

Vengono discussi i meccanismi respon- 
sabili dell’aumentata comparsa di gan- 
grene in ratti trattati con tirossina e con 
gli alealoidi naturali dell’ergotina. 
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In-Continuity Radical Neck Dissection 
for Malignant Tumor of the Head and Neck 


JAMES M. OVENS, M.D., F.A.C.S., F.I.C.S. 
PHOENIX, ARIZONA 


tion for carcinoma involves removal 

of the local tumor by a generous mar- 
gin, removal of the regional lymph nodes 
and removal of any intervening tissues 
that contain lymphatics. This principle 
was classically set down at approximately 
the turn of the century by Halstead and 
Meyer in their independent descriptions 
of radical mastectomy.! Although the pro- 
cedure is still termed radical mastectomy, 
it is not looked upon as a radical procedure 
but as a standard operation employing the 
fundamental principles of the surgical 
treatment of cancer. 

Radical mastectomy as done for carci- 
noma of the breast is an excellent example 
of a classic operation for cancer—that is, 
an operation performed with the funda- 
mental principles of cancer surgery borne 
in mind. The operation lends itself admir- 
ably to removal of the primary tumor, the 
regional axillary lymph nodes and inter- 
vening lymph-bearing tissue. It does, how- 
ever, have certain shortcomings, particu- 
larly with respect to the removal of lymph 
node drainage areas other than those in 
the axillary area. 

Radical mastectomy is mentioned here 
only as a classic example. As a proved and 
acceptable method of therapy, it is based 
on sound and accepted principles that may 
be applied to various types of carcinoma 
of the head and neck. 
~ As’a general rule, carcinoma arising in 
the head and neck metastasizes to the cer- 
vical lymph nodes before further metasta- 
sis inferior to the clavicles takes place. 
Carcinoma arising in this area, therefore, 


[tion tor eareinom the ideal opera- 
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is exceptionally amenable to the classic 
type of cancer operation. Even in the 
terminal stages of cancer of the head and 
neck, distant metastases are rare. Price* 
recorded only 11 per cent of patients who 
died of such anaplastic tumors as squam- 
ous carcinoma of the lip, the floor of the 
mouth, the tongue or the pharynx to have 
distant metastases. Others, e. g., Willis, 
Burke and Martin? have noted higher fig- 
ures.’ To strike a fair average, it is per- 
missible at present to say that fewer than 
20 per cent of the patients present distant 
metastases even in the terminal stage of 
the disease. Nowhere else in the body, 
therefore, is this fundamental principle of 
cancer surgery so easy to apply. 

Whether or not mestastasis occurs as 
an embolic phenomenon, the metastatic 
tumor cells being present and traversing 
the lymphatics for a very short time on 
their way from the primary tumor to the 
metastatic nodes, or it takes place as a 
more or less continuous dissemination of 
cells traveling slowly to the lymphatics, 
is not yet known with certainty. It is 
generally agreed, however, that embolism 
of tumor cells to the lymph nodes is the 
accepted method of metastasis.* 

It is logical to assume that, after the 
first regional lymph node is encountered 
and becomes blocked, there occurs retro- 
grade occlusion of the lymphatic tissues 
in the intervening areas by tumor cells. 
More advanced tumors, then, appear to be 
ideal candidates for in-continuity radical 
neck dissection at the time of their pri- 
mary removal. All surgeons have seen 
metastatic tumor arising in the interven- 
ing tissue between the point of primary 
origin and the regional lymph nodes after 
these areas have been adequately treated. 
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In retrospect, any patient in whom this 
occurs after therapy has been a candi- 
date for in-continuity radical neck dissec- 
tion, provided no-distant metastases were 
present at the commencement of therapy. 

General Indications and Contraindica- 
tions.—For some carcinomas in the early 
stages, such as carcinoma of the vocal 
cords, the skin, the esophagus, the tip of 
the tongue, the buccal mucosa, the auricle, 
the floor of the mouth or the gingivae, dis- 
section of the regional lymph node-bearing 
areas at the time of the initial local oper- 
ation is not necessary. In fact, for certain 
tumors of the head and neck, e. g., those 
of the lip and skin, resection of the re- 
gional lymph nodes hardly ever becomes 
a necessity. 

For certain carcinomas, e. g., carcino- 
mas arising in the middle third or poste- 
rior third of the tongue in the midline, 
the side to which metastasis may initially 
take place is not known.° In these cir- 
cumstances the classical in-continuity dis- 
section does not seem feasible. Although 
bilateral simultaneous radical neck dis- 
section is being done,® its employment as 
an en bloc dissection, including the pri- 
mary tumor and intervening lymphatic 
tissue, appears to have very limited pos- 
sibilities.‘ Whether any permanent cura- 
tive results are obtained can be deter- 
mined only by the passage of time. 

For other carcinomas, such as those 
arising in the maxillary sinus, adequate 
removal of the intervening tissue between 
the primary site of the malignant growth 
and the lymph node-bearing area is im- 
possible, and for this reason an in-con- 
tinuity dissection is impossible in some 
areas. 

In certain areas, such as those high in 
the temporal region, the lymphatic chain 
between the primary tumor and the cervi- 
cal lymph nedes becomes so long that re- 
moval of all of the intervening lymph 
node-bearing tissue becomes extremely 
difficult. For this reason two-stage opera- 
tions are indicated in such cases. This 
opinion is not shared by all.§ 
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An in-continuity radical neck dissection 
with removal of the primary tumor should 
not be done for all types of carcinoma 
of the head and neck, even when such an 
operation is feasible. Many of these tu- 
mors, particularly the earlier ones, are 
treated by the two-stage operation, with 
primary removal of the malignant tumor 
and secondary radical neck dissection. 
This produces much less disfigurement, 
without diminishing the patient’s chance 
of a permanent cure. However, for reasons 
already discussed, many patients in the 
later stages of carcinoma seem ideal candi- 
dates for this mode of therapy. 

Many of the carcinomas arising in the 
head and neck and particularly in the 
intra-oral cavity are better treated pri- 
marily by irradiation of the initial tumor 
than by primary surgical intervention. 
For example, certain carcinomas of the 
buccal mucosa may be treated either by an 
interstitial low intensity radium needle 
implant or by operation, but a much better 
cosmetic result is obtained by means of 
radium implant. This method of treat- 
ment, therefore, should be employed for 
the smaller tumors. If and when radical 
neck dissection becomes a necessity, it may 
then be employed as a secondary opera- 
tion. 

After the primary lesion is brought 
under control by means of irradiation, 
surgical intervention may become a neces- 
sity because of recurrence of the tumor or 
because of radionecrosis if this has oc- 
curred. If operation is necessary because 
of recurrence of the primary tumor, an 
in-continuity type of radical neck dissec- 
tion with removal of the residual car- 
cinoma may well be the therapy of choice. 
At this stage a high incidence of cervical 
metastasis may be present. 

Specific Indications. — For illustrative 
purposes one may review several of the 
common sites of tumor of the head and 
neck which are well suited to surgical 
treatment by resection of the primary 
growth with an in-continuity radical- neck 
dissection. 

1. Carcinoma of the Thyroid: Carcino- 
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ma arising in one lobe of the thyroid with 
cervical metastasis in the same area is 
pest treated by thyroidectomy with an in- 
continuity radical neck dissection. Wheth- 
er or not total thyroidectomy is done or 
some of the thyroid tissue is left in the op- 
posite side of the neck depends on the 
microscopic type of the tumor, on the de- 
cision to use or not to use radioactive iodine 
and on many factors. 

These tumors do, however, metastasize 
early to the cervical nodes on the involved 
side. In young persons the initial symp- 
tom may be a solitary nodule or multiple 
nodules in the side of the neck. 

2. Carcinoma of the Larynx: Tumors 
arising in the pyriform sinus area of the 
larynx are best treated by primary surgi- 
cal means. These tumors, also called ex- 
trinsic tumors of the larynx, are rela- 
tively radioresistant. They metastasize 
early, usually to the cervical lymph nodes 
high on the involved side of the neck. 
Total laryngectomy combined with radical 
neck dissection on the same side as an 


in-continuity procedure is the preferred 


method of treatment. This may or may 
not be followed by external irradiation, 
depending on the extent and spread of the 
primary lesion. Advanced tumors of the 
intrinsic larynx also are well treated by 
this method. 

3. Carcinoma of the Esophagus: Pri- 
mary carcinoma arising in the cervical 
portion of the esophagus is suitable for 
in-continuity radical neck dissection. If 
this tumor has spread to the larynx, or 
vice versa, the removal of both structures 
together with in-continuity radical neck 
dissection is the therapeutic method of 
choice. 

4. Carcinoma of the Lip: Generally 
speaking, radical neck dissection does not 
become necessary in the treatment of car- 
cinoma of the lip when adequate local 
therapy — surgical, roentgen or radium — 
has been carried out. A very low percent- 
age of these lesions metastasize if adequate 
local treatment is administered. For ex- 
tensive lesions well to one side of the mid- 
line, however, either with or without cer- 
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vical lymphadenopathic change, an in- 
continuity type of radical neck dissection 
may well be employed with removal of the 
primary tumor. It is in the presence of 
these large lesions that metastatic tumor 
may be demonstrated microscopically in 
the cervical lymph nodes even though it 
does not appear on gross examination. 

For lesions situated in the midline of 
the lower lip, with metastases to the sub- 
mental nodes, radical removal of the lower 
lip, together with bilateral suprahyoid 
neck dissection, may be employed if the 
metastatic involvement is apparently in 
the midline. 

5. Carcinoma of the Gingiva: These 
comments are limited to carcinoma of the 
lower gingiva, as carcinoma of the upper 
gingiva is not suitable to an in-continuity 
type of operation. 

At present, carcinoma of the gingiva is 
best treated surgically, whether it arises 
primarily in the gingiva, in the floor of 
the mouth with extension to the gingiva, 
or on the buccal mucosa with extension to 
the gingiva. Some of the earlier lesions 
may be treated with roentgen therapy. 
When actual bone involvement has taken 
place, the best results are obtained by 
means of surgical intervention. 

Mattick and Meyhen have recently re- 
ported 101 cases of carcinoma of the gum 
treated entirely by irradiation. They 
state that no patient with either lymph 
node involvement or bone involvement was 
cured. On the basis of their results, they 
expressed the opinion that surgical treat- 
ment of carcinoma of the gum is in order, 
and is indicated, when there is osseous 
involvement. These lesions do not metas- 
tasize as slowly as was formerly believed. 
Nearly all carcinomas of the lower gingiva 
arise lateral to the midline; hence these 
lesions lend themselves well to an in-con- 
tinuity operation which includes resection 
of the involved side of the mandible, to- 
gether with the contiguous floor of the 
mouth and buccal mucosa as well as the 
adjacent radical neck dissection. 

6. Carcinoma of the Floor of the Mouth: 
Carcinoma arising in the floor of the 
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mouth, particularly in the earlier stages, 
is excellently treated by irradiation thera- 
py, particularly. with a low intensity inter- 
stitial radium needle implant of the vol- 
ume type. However, when this lesion has 
spread to the mandible, and particularly 
when the mandible has been involved by 
actual penetration, the treatment of choice 
is operation. All surgeons are familiar 
with the early metastases of lesions of the 
floor of the mouth. The lymphatic drain- 
age from these tumors extends into the 
neck of the same side by way of the sub- 
maxillary lymph nodes and then to the 
jugular chain of nodes. Some of these 
lymphatics, however, skip the lymph nodes 
in the submaxillary triangle and metasta- 
size to the deep jugular chain of nodes 
directly. The lymphatics from the floor 
of the mouth extend both inferior to the 
mandible and through the mandibular sub- 
stance.!° It is extremely difficult to per- 
form an adequate resection of the floor 
of the mouth and the contiguous mandible 
as a primary operation and later do a 
radical neck dissection without cutting 
through tumor, should any be present 
deep in the floor of the mouth or the upper 
portion of the neck. Hence, in this loca- 
tion, an in-continuity radical neck dis- 
section becomes an excellent and efficient 
procedure. 

7. Carcinoma of the Tongue: To a great 
extent, treatment of carcinoma of the 
tongue is irradiation. Carcinoma in this 
area can be treated effectively by means 
of the roentgen ray, radium therapy or 
surgical intervention, depending on the 
location of the primary tumor. 

Generally speaking, in the anterior third 
(the freely movable portion) of the 
tongue, local wide surgical excision or a 
low intensity radium implant is the treat- 
ment of choice. As the lesion progresses 
posteriorly,. the treatment of choice for 
the primary lesion is irradiation. Primary 
surgical intervention for the larger tumors 
in the mid-third and posterior third of the 
tongue is not the ideal treatment; a com- 
bination of irradiation and operative 
treatment, however, is particularly effec- 
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tive. Low intensity interstitial radium 
needles are preferred to external roentgen 
therapy for these lesions when operation 
is to follow. This is because the tissues, 
after radium therapy, are always in better 
condition for the operation than when 
external irradiation has been given, pro- 
vided an equal tumor dose in roentgens is 
given. : 

A preliminary low intensity radium im- 
plant followed in approximately six to 
eight weeks by hemiglossectomy with in- 
continuity radical neck dissection is well 
employed in the therapy of carcinoma on 
the lateral border of the tongue. This type 
of procedure is well employed for residual 
tumor in the mid-third and posterior third 
of the tongue after irradiation therapy 
of any form, and it is also well employed 
for post-irradiation necrosis in these 
parts. When the lymph nodes are involved 
by demonstrable metastases from lingual 
carcinoma at the time the patient is first 
seen, the survival rate is considerably 
lower than when no metastatic nodes are 
demonstrated at this time.'! It is in this 
type of case also that an in-continuity 
radical neck dissection is advisable. 

8. Carcinome of the Tonsillar Area: Car- 
cinoma arising in and around the tonsillar 
fossa and pillars is primarily a roentgeno- 
logic problem. Many tumors, particularly 
radioresistant and radiorecurrent lesions, 
are best eradicated by primary removal of 
the tumor together with an in-continuity 
radical neck dissection. 

9. Miscellaneous: Carcinoma arising on 
the skin of the face or surrounding struc- 
tures, e. g., the cheek, the mastoid area, 
the auricle or the auditory canal, when 
encountered in an advanced stage or after 
there is cervical lymphadenopathy due to 
metastatic carcinoma, is a suitable can- 
didate for treatment by local excision plus 
an in-continuity radical neck dissection. 
This applies as well to malignant melano- 
ma as to squamous cell carcinoma. Among 
patients with this condition the greatest 
salvage rate will be obtained by this meth- 
od of therapy. 
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SUMMARY 


1. The basic principles of the ideal oper- 
ation for carcinoma are discussed. 

2. The principles of the basic operation 
as applied to malignant tumors of the 
head and neck are mentioned and corol- 
lated with the in-continuity type of radical 
neck dissection. 

3. Metastasis by embolization or perme- 
ation is discussed briefly. 

4, The indications and contraindications 
for an in-continuity radical neck dissection 
together with removal of primary tumors 
of the head or neck are discussed. 

5. The employment of the in-continuity 
radical neck dissection in specific tumor 
sites in the head and neck is discussed. 


CONCLUSIONS 


The in-continuity radical neck dissec- 
tion, with removal of the primary source 
of the tumor, fulfills the qualifications of 
a classic operation for malignant tumors 
of the head and neck. In certain instances 
it is the treatment of choice. Its field of 
usefulness is limited. 


RESUME 


L’auteur disserte des meilleurs traite- 
ments du cancer, particuliérement des tu- 
meurs malignes de la téte et du cou. Les 
causes d’embolie métastatique sont aussi 
discutées avec les divers procédés chirur- 
gicaux. L’auteur en recommande un en 
particulier. 


RESUMEN Y CONCLUSIONES 


1. Se discuten los principios basicos de 
la operacion ideal para carcinoma. 

2. Los principios de la operacién basica 
conforme fueron aplicados a los tumores 
malignos de cabeza y cello fueron mencio- 
nados y correlacionados con el tipo conti- 
nuo de diseccién radical del cuello. 

3. Se discuten brevemente las metastasis 
por embolizaci6én y penetracion. 

4. Se discuten las indicaciones y contra- 
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indicaciones para la diseccién continua, 
radical del cuello en sitios tumorales es- 
pecificos de la cabeza y cuello. 

La diseccién por contiguidad, radical 
del cuello, con extripacion del tumor prima- 
rio, ullena los requerimientos de una opera- 
cién clasica para tumores malignos de la 
cabeza y cuello. En ciertos casos es el 
tratamiento de eleccién. Su alcance es 
limitado. 


SUMARIO E CONCLUSOES 


1. SAo discutidos neste trabalho os prin- 
cipios basicos para uma intervengaéo ideal 
nos carcinomas. 

2. Os principios da operagao basica apli- 
cada para os tumores malignos da cabeca 
e pescoco sio mencionados, e comparados 
com aquéles indicados para a dissegao 
radical do pesco¢o. 

3. Sao discutidos os casos de metastases. 

4. As indicagdes e contra-indicagdes 
para a dissecao radical] do pescogo associ- 
ada a extripacao dos tumOres primarios da 
cabeca e pescoco sao aqui discutidas pelo 
autor. 

5. A utilizacéo da dissecéo radical do 
pescoco nos casos de tumores da cabeca e 
pescoco, é tambem acentuada no trabalho 
de Owens. 

A associacéo da extirpacao com a dis- 
secao radical, em certos casos, é 0 processo 
de escélha, si bem que o seu campo de 
acao seja limitado. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERU NGEN 


1. Die Grundprinzipien der idealen 


Krebsoperation werden eroértert. 

2. Die Anwendung dieser Prinzipien auf 
die Behandlung boésartiger Geschwiilste 
des Kopfes und Halses wird edwahnt und 
in Zusammenhang gebracht mit dem Ty- 
pus der “nicht-kontinuierlichen” radikalen 
Ausraumung des Halses. 

3. Die Krebsmetastasierung auf dem 
Wege der Verschleppung und der direkten 
Ausbreitung wird kurz erortert. 

4. Die Indikationen und Gegenindika- 
tionen der “nicht-kontinuierlichen” radi- 





kalen Priaiparierung der Halsorgane bei 
gleichzeitiger Entfernung primarer Kopf- 
und Halsgeschwiilste werden erortert. 

5. Die Anwendung der radikalen ‘‘nicht- 
kontinuierlichen” Ausraumung der Hals- 
organe bei besonderen Lokalisierungen der 
Kopf- und Halsgeschwulst wird erértert. 

Die Methode der “nicht-kontinuier- 
lichen” radikalen Ausraumung des Halses 
mit Entfernung des urspriinglichen Sitzes 
der Geschwulst wird allen Anforderungen 
fiir eine klassische Operation bésartiger 
Kopf- und Halsgeschwiilste gerecht. In 
gewissen Fallen stellt sie die Behandlung 
der Wahl dar. Ihr Anwendungsbereich 
ist begrenzt. 


RIASSUNTO E CONCLUSIONI 


1. Vengono discussi i principi fonda- 
mentali per l’operazione ideale per carci- 
noma. 

2. Vengono ricordati i canoni dell’opera- 
zione tipo per tumori maligni della testa 
e del collo assieme a quelli dello svuota- 
mento radicale del collo. 

3. E’brevemente discussa la metastasi 
per embolia e per continuita. 

4. Sono discusse le indicazioni e le con- 
troindicazioni per uno svuotamento radi- 
cale del collo unitamente all’asportazzione 
dei tumori primitivi della testa e del collo. 

5. E’discusso l’impiego dello svuotamen- 
to radicale del collo per tumori di parti- 
colari sedi della testa e del collo. 
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Lo svuotamento radicale del collo con 
asportazione del tumore primitivo merita 
la qualifica di operazione classica per i 
tumori maligni della testa e del collo. In 
alcuni casi esso é il trattamento di elezione. 
I] suo campo d’utilita é limitato. 
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ANY articles have appeared in the 
VI current British and American sur- 
\ gical literature on the subject of 
sostcibal symptoms, and a figure of 20 
yer cent and over is cited in a recent ar- 

icle in the Lancet as representative of the 

number of patients who continue to have 
symptoms after an elective operation for 
peptic ulcers. This very fact implies that 
the results vary and are not uniformly 
satisfactory. As long as a high partial 
gastrectomy remains the standard treat- 
ment for duodenal ulceration, it is im- 
perative that the procedure adopted should 
endeavor to obtain complete and lasting 
freedom from symptoms. If the operation 
results in the substitution of the equally 
disabling symptoms associated with 
“dumping syndrome” for the former 
symptoms of ulceration, the value of such 
a procedure will fall into disrepute. A 
figure of 20 per cent of “failures’”—for 
as such they must be regarded—would 
seem a sufficiently high one for such a 
condition. 

The symptoms most commonly occur- 
ring after gastrectomy are those digestive 
disturbances collectively alluded to as the 
“dumping syndrome.” The clinical picture 
varies both in variety and in severity, the 
main feature being discomfort in the up- 
per part of the abdomen occurring shortly 
after meals and accompanied by drowsi- 
ness and lassitude. Nausea or actual vomit- 
ing, flushing of the head and face and 
palpitations may also occur. 





*Senior Surgeon, East Suffolk and Ipswich Hospital and 
Borough General Hospital. 

**First Assistant, Professorial Surgical Unit, Sheffield 
Royal Infirmary. (Late Senior Surgical Registrar, East 
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The incidence and persistence of such 
symptoms is variously stated. A number 
of patients may experience only minor 
postcibal discomfort, and this usually di- 
minishes within a few months. In some 
cases the symptoms persist to such a de- 
gree as to create a definite fresh physical 
disability, making a normal life impossi- 
ble and preventing the patient from re- 
suming gainful employment. In other cases 
the symptoms may be most acute in the 
immediate postoperative period, when a 
slow and inadequate emptying of the af- 
ferent loop results in uncomfortable dis- 
tention, intolerance of food, loss of weight, 
and inability to return to that feeling of 
good health which was promised prior to 
operation. 

Causal Factors.—Opinion today is di- 
vided among the following possibilities : 

1. A rapid emptying of ingested food 
into the jejunum occurs. This is actuated 
by the small capacity of the gastric rem- 
nant and its lack of sphincteric control. 
This abnormally rapid emptying results 
in hyperglycemia. The hypersecretion of 
insulin, which occurs as a natural physio- 
logic response, evokes hypoglycemia, the 
symptoms of which closely resemble those 
of the syndrome under consideration. 2. 
Some of the rapidly evacuating gastric 
contents escape into the afferent loop, 
causing an obstructive distention of the 
blind duodenojejunal segment. Similarly, 
the afferent loop may become uncomfort- 
ably distended with bile and duodenal se- 
cretion if its outlet is impaired mechani- 
cally by faulty technic (vide infra). 3. 
The rapid emptying into the efferent loop 
causes a sudden mechanical distention of 
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the jejunum, and this precipitate and ab- 
normal event is presumed to evoke the 
symptoms of “dumping.” 

The theory of reactive hypoglycemia, 
though logical in its conception, has been 
adversely criticized by Machella (1950). 
He noted that the symptoms could not be 
reproduced in a known “dumper” by the 
intravenous injection of dextrose; neither 
was he able to establish any conclusive 
relation between the symptoms and any ab- 
normal carbohydrate state. As a result of 
his experimental investigation, however, 
he corroborated the previously known fact 
that mechanical distention of the jejunum 
will produce symptoms of dumping. Fur- 
thermore, he advanced a new hypothesis 
by stating that the rapid emptying of food 
into the efferent jejunum results in a re- 
active outpouring of secretion from the 
intestinal wall in order to neutralize the 
hypertonicity of the rapidly ingested food. 
This he proved experimentally on human 
subjects by intubation of the proximal 
jejunum with a Miller-Abbott tube. When 
it was found that if the bag was inflated 
and a hypertonic solution injected beyond 
it, symptoms were produced that were 
indistinguishable from those of the dump- 
ing syndrome. Quantitative estimation of 
the aspirated jejunal contents during the 
symptomatic phase proved a markedly 
increased amount of fluid. The symptoms, 
Machella concluded, are due to jejunal 
distention produced by the sudden ingress 
of food and aggravated by the reactive 
outpouring of jejunal secretion. 

The evidence afforded by critical analy- 
sis of various case series in which the 
technic utilized and the postoperative in- 
cidence of symptoms recorded, is in favor 
of mechanical factors as the effective 
agents in the production of “dumping.” 
Of the causal factors we have considered, 
the rapid emptying into the efferent loop 
of the jejunum would appear to be pri- 
marily responsible, with the afferent loop 
reflux a not unimportant subsidiary. 

Relation of the Occurrence of Symptoms 
to Operative Technic.—That there is a 
definite relation between the occurrence of 
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symptoms and the technic adopted seems 
to be well substantiated by a perusal of 
certain published series of cases. 

Muir (1949-50), in an excellent review 
of the whole subject based on personal 
observation of 124 gastrectomies, noted 
that 75 per cent of the patients “suffered 
from symptoms of dumping syndrome at 
some time.” Of the 124 patients, 92 had 
an antecolic type of anastomosis with a 
full-width stoma; in the remainder the 
anastomosis was retrocolic. Mimpriss and 
Birt (1948), comparing the functional re- 
sults of differing types of technic, came 
to certain conclusions. They stated that 
with the antecolic type of anastomosis, in 
which the afferent loop was attached to 
the greater curvature, most patients “‘com- 
plained of side-effects for some months 
after operation,” and attributed this to 
a proximal loop filling. On the other hand, 
in the cases in which a retrocolic anasto- 
mosis had been performed, the immediate 
postoperative course was satisfactory and 
the average final result was classified as 
good. Lake (1948), presenting a personal 
series of 615 cases, reported postcibal 
syndromes in only 20. His technic involves 
a retrocolic anastomosis with a restricted 
valvular opening between the gastric rem- 
nant and the jejunum. 

Assuming that mechanical factors are 
responsible, it would appear that in order 
to obviate postcibal symptoms, it is essen- 
tial to adopt a technic that fulfills the fol- 
lowing desiderata: 

1. It must prevent a too rapid escape of 
gastric contents into the efferent loop 
and at the same time prevent any leak 
into the afferent loop. This may be ob- 
tained by fashioning a Hofmeister valvu- 
lar type of anastomosis in which the width 
of the stoma should be about 2 finger- 
breadths. On completion of the anastomo- 
sis, the efferent loop is further curved by 
attaching it to the greater curvature of 
the stomach with a few sutures, thereby 
further delaying precipitant emptying. In 
order to prevent a drag, a similar pro- 
cedure is adopted with the afferent loop 
by attaching it to the lesser curvature as 
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illustrated in Figure 7. (Charles and 
Rowlands, 1950). 

2. It must prevent the accumulation of 
bile and duodenal secretions in the afferent 
loop, at the same time permitting of their 
easy egress. To effect this, the afferent 
loop must not be unduly long, nor must 
it lie in such a position as to be liable to 
kinking or subjected to undue tension 
when the final anastomosis has been com- 
pleted. If a sufficiently high gastric re- 
section has been effected, an antecolic val- 
vular anastomosis will almost certainly 
angulate at the lesser curvature. If the 
afferent loop is to be short and incorpo- 
rated in the valve by a suture to the 
stomach, and if the line of transection of 
the stomach is to be sufficiently high to 
diminish a high level of acid secretion, we 
are convinced, as the result of our personal 
experience of 100 gastrectomies, that the 
anastomosis is best effected by a method 
described some years ago by Lahey (1933). 
This involves mobilization of the duodeno- 
jejunal flexure and its displacement up- 
ward into the lesser peritoneal cavity, 
above the line of attachment of the trans- 
verse mesocolon. This enables one to effect 
a combination of a short retrocolic afferent 
loop attached to the stomach without ten- 
sion or kinking. The anastomosis, on com- 
pletion, is allowed to retract to the position 
of rest under cover of the ribs. The open- 
ing in the transverse mesocolon is loosely 
attached to the issuing efferent loop only. 

Technic.—With minor modifications, the 
technic adopted in this series of cases has 
been uniform. Its main features are as 
follows: 

Incision: In 92 per cent of the cases the 
operation was performed for duodenal 
ulceration, and a left high paramedian 
incision was usual. In the remaining 8 
‘per cent it was performed for gastric 
ulcers, for which the so-called Pauchet 
modification was employed ; the distal por- 
tion of the stomach was removed, together 
with a tongue-like piece of the lesser cur- 
vature containing the ulcer (Bilroth I). 


Duodenal Closure: If it is decided that 
the ulcer is resectable, the omentum is 
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separated from the stomach, the blood 
supply of the former being preserved by 
ligation of the supply vessels from the 
gastro-epiploic arch in close proximity to 
the greater curvature, one by one until the 
lower border of the pylorus is reached. 
The right gastric artery is ligated and the 
first part of the duodenum freely mobi- 
lized. A single Parker Kerr clamp is ap- 
plied just distal to the pyloric ring, and 
the duodenum is divided on the distal side 
of the clamp with a scalpel. The cut edge 
of the duodenum is caught in Poirier tissue 
forceps, the operative field being kept free 
from escaping duodenal contents with a 
sucker. The stomach is pulled to the left, 
out of the operative field, and any neces- 
sary final dissection of the duodenal stump 
is then performed. In dividing the ad- 
hesions on the posterior surface of the 
distal duodenum the finest hemostats are 
used, and no forceps are applied to the 
duodenal side. No crushing instruments 
are applied to the duodenum at any junc- 
ture, lest its already precarious vascular 
supply be endangered. If the ulcer oc- 
cupies a posterior position in the first part 
of the duodenum and penetrates the pan- 
creas, dissection beyond it is not difficult; 
but when the ulcer has invaded the un- 
peritonealized surface of the duodenum 
one must be prepared for a slow and care- 
ful dissection, and no attempt is made to 
excise or cauterize the ulcer; it is cut 
across, and mobilization of the duodenum 
is continued for about 1.5 cm. beyond the 
edge of the ulcer to insure good closure. 
In dealing with ulcers in the second part 
of the duodenum, provided the first part 
is not involved, resection of the ulcer is 
not necessary, and the duodenum is closed 
proximal to it. 


The duodenum is then closed in three 
layers. The first consists of interrupted 
sutures of No. 60 thread, the suture line 
being inverted by a series of invaginating 
Lembert seromuscular sutures. This in 
turn is buried by a further insertion of 
interrupted sutures in a usually thickened 
pancreatic sheath to the anterior wall of 
the duodenum. In a few cases, we found 
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Fig. 1.— Mobilization of the duodenojejunal 


flexure. 


it an advantage to apply the stitches per- 
pendicularly instead of horizontally—left 
to right—as is the usual procedure. 

The Anastomosis: Attention is now re- 
directed to the stomach, and the final clear- 
ing of the greater curvature is carried 
beyond the lowest of the vas brevi. The 
left gastric artery is ligated separately, 
close to its origin from the celiac axis. 
The lesser curve is freed of fatty tissue, 
and the portion to be involved in the 
anastomosis and above is reperitonealized 
with a few interrupted seromuscular su- 
tures. 

The duodenaljejunal flexure is next 
identified and, with the mesocolon held 
taught by an assistant, completely freed 
of its attached peritoneal folds by scissor 
dissection, care being taken to avoid the 
inferior mesenteric vein as it lies in the 
anterior wall of the paraduodenal fossa 
(Fig. 1). A hiatus is then fashioned in 
an adjacent avascular part of the meso- 
colon and the proximal jejunum delivered 
upward, at which time it is found that 
the duodenojejunal flexure is automatically 
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transposed above the line of attachment 
to the mesocolon. The segment of jejunum 
to be utilized in the anastomosis is now 
selected and the anastomosis proceeded 
with. The seromuscular sutures unite the 
jejunum to the stomach throughout its 
entire length (Fig. 2). The valve is fash- 
ioned in a manner indicated in Figs. 2A, 
and B, with the stomach in situ. 


Having excised no less than three- 
fourths of the stomach in cases of duo- 
denal ulcer, surgeon completes the gastro- 
jejunal anastomosis in the usual manner, 
the returning seromuscular stitch securing 
the proximal portion of the jejunum over 
that portion of the stomach already closed 
(Figs. 3A, 3B, and 4A). Particular at- 
tention should be paid to the few stitches 
attaching the efferent loop to the greater 
curvature of the stomach and the afferent 
loop to the lesser curvature. The anasto- 
mosis is then allowed to fall back under 
the cover of the ribs, leaving the whole 
of the short afferent loop in the lesser sac 
free from any tension or distortion. The 
hiatus in the mesocolon is affixed to the 
efferent loop only in the position it takes 
up after the stomach remnant has re- 
tracted upward. In other words, the je- 
junum is brought up to the stomach, not 
the stomach to the jejunum (Fig. 4B). 
The operation is completed by closure of 
the abdomen without drainage. 


Indications for Antral Exclusion Opera- 
tion.—The only justification for this pro- 
cedure lies in the occurrence of an indu- 
rated duodenal ulcer surrounded by an 
inflammatory and edematous mass. There 
were 3 in this series—all of the supra- 
duodenal type of perforation. In each case 
Wangensteen’s modification of Bancroft’s 
procedure was adopted. In another case 
there was a large penetrating ulcer of the 
posterior wall, and a Nissen closure was 
adopted. 


In performing the antral exclusion oper- 
ation, certain precautions are necesgury. 
The blood supply must be maintained. ‘The 
crushing clamp is applied to the stomach 
in an oblique direction, running from the 
lesser to the greater curvature and thereby 
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‘nsuring equality of the sides of the antral 
uch. After division of the stomach, 2 
o 8 fingerbreadths from the pylorus, the 
1ucosa is coned out down to the indurated 
rea and removed. The seromuscular cuff 
nd the pyloric antrum are closed by 
neans of three rows of sutures from with- 
n, and finally capped with omentum. 

One of us has had considerable experi- 
nee with this operation over a number 
f years and is convinced that this antral 
xclusion operation with removal of all 
ae antral mucosae, when accompanied by 
n extensive gastric resection, is a satis- 
ictory and effective operation for so- 
alled “irremovable” or “inoperable” duo- 
enal ulcers, and it abolishes the ulcer 
iathesis. 

Results.—Immediate: This series con- 
ists of 100 gastrectomies performed over 
' period of two years, in which the afore- 
escribed technic has been used. Fifteen 
f the operations were performed by one 
f the authors on the service of the Pro- 
‘essional Surgical Unit at the Royal In- 
‘irmary, Sheffield. The series consists en- 
tirely of carefully selected cases of peptic 
ulceration, in most of which immediate 
relief from pain was obtained under med- 
ical treatment and rest in bed. The dura- 
tion of the ulcer averaged from 5 to 10 
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years, and the age of the patient varied 
from 40 years onward. In other words, 
the patients had to “earn” the operation. 
In 92 cases the ulcer was in the duodenal 
situation. There were 3 deaths. The first 
was due to pulmonary embolism in an am- 
bulant convalescent patient and occurred 
on the fourteenth postoperative. day; the 
second was due to bronchopneumonia; the 
third was due to peritonitis in a patient 
whose general condition was very poor, 
owing to concomitant chronic nephritis. 
The smooth convalescence in the imme- 
diate postoperative period was particularly 
gratifying. There was no trouble with af- 
ferent loop emptying, bile usually appear- 
ing in the intermittent gastric aspiration 
within thirty-six hours after the operation. 
Late: The period between the operation 
and review varies from six months to two 
years. All patients have been interviewed 
personally by one of us or by the author. 
A number of patients complained of mild 
discomfort, such as regurgitation of bile, 
nausea and lassitude, which diminished 
within a few weeks. Two patients remain 
untraced, and it has since been learned 
that they have emigrated; however, they 
were perfectly fit when they left the coun- 
try. None of the patients who underwent 
the Bilroth I operation suffered any degree 
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Fig. 2.—A, Hofmeister valve; B, closure of Hofmeister valve. 
609 
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Fig. 4.—A, Illustration of the returning seromuscular suture; 


of early postcibal symptoms worth men- 
tioning, and of the remaining 92 cases we 
judged 3 only to have suffered symptoms 
of the “dumping syndrome” attributable 
to the operation. One patient described 
the characteristic fullness and nausea 
after meals, as well as severe loss of 
weight, but did not complain of drowsi- 
ness, Sweating, or any other concomitant 
side-effects, His symptoms subsided spon- 
taneously, and eighteen months after the 
operation he was well and doing a full 
day’s work. The second patient had lost 
21 pounds (9.5 Kg.) in weight. He com- 
plained of vague abdominal pain (occur- 
ring irrespective of the ingestion of food), 
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B, gastroduodenectomy completed. 


regurgitation of bile and sporadic diar- 


rhea. This patient was recently reex- 
amined, and he informed us that he had 
not enjoyed a good day’s health since the 
operation. Jt may be mentioned, however, 
that he was in receipt of a pension for his 
disability! The third patient stated that 
he was fit only for light work, but re- 
mained intolerant to fatty foods, which 
evoked a feeling of fullness. 

In the last 2 cases the fecal fat content 
was high. The occasional occurrence of 
steatorrhea following gastrectomy has 
been noted by many writers and is cited 
as an instrumental factor in producing the 
occasional failure to gain weight after the 
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operation. A more logical theory is that 
the imperfect afferent loop emptying leads 
to stagnation of pancreatic juice and bile 
in the blind duodenal segment, with con- 
sequent interference with normal diges- 
tion of fats. 

The remaining patients are all well, 
symptom free and eating normal meals; 
they have resumed their former employ- 
ments except one, who had undergone an 
atensive gastrectomy three years earlier 
ind was recently admitted for a jejunal 
ulcer with achlorhydria, for which a va- 
gotomy has been performed. 


SUMMARY 


Postgastrectomy syndromes, including 
the well-known “dumping” syndrome, are 
discussed in relation to the operative tech- 
nic adopted for gastrectomy. The authors 
have obtained excellent results with the 
technic described in this paper. 

Authors’ Note: Our cordial thanks are 
due to Dr. Vernon Edwards of Felixstowe, 
our Anesthetist, to Professor R. St. Leger 
Brockman for permission to include in the 
series some of the cases performed in Shef- 
field, to Sister Cator, our Theatre Sister, 
and to Mr. A. S. Foster of the Sheffield 
Royal Infirmary for the beautiful illustra- 
tions. One of us (R. C.) also adds ap- 
preciative thanks to his Secretary, Miss 
Cooper, for kindly typing and helping him 
with this and many other manuscripts. 


SUMARIO 


As sindrémes post-gastrectomias, sao 
aqui discutidas em relacéo ao processo 
cirurgico empregado para a ressecao gas- 
trica. 

Obtiveram os autores excelentes resulta- 
dos com 0 processo empregado cuja técni- 
ca é descrita em seu trabalho. 
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ZUSAM MENFASSUNG 


Die auf eine Magenresektion folgenden 
Symptome einschliesslich des wohlbekann- 
ten Fiille- oder ‘dumping’ — Syndroms 
werden in Bezug auf die angewandte 
Operationstechnik erértert. Die Verfasser 
haben mit der in ihrer Arbeit beschrieben- 
en Technik ausgezeichnete Erfolge gehabt. 


RIASSUNTO 


Vengono discusse le sindromi consegu- 
enti a resezione gastrica, inclusa la ben 
nota “dumping sindrome’”’ in relazione alla 
tecnica operatoria adottata. Gli Autori 
hanno ottenuto eccellenti risultati con la 
tecnica discussa in questo lavoro. 


RESUMEN 


Se discuten los sindromes postgastrec- 
tomias, incluyendo el bien conocido sindro- 
me “de vaciado rapido” (“dumping” syn- 
drome), en relacioén con la técnica opera- 
toria adopatada para gastrectomia. Los 
autores han obtenido excelentes resultados 
con la técnica descrita en este articulo. 


RESUME 


Le “dumping-syndrome” est ici com- 
menté chez des patients ayant subi la 
gastrectomie. Les auteurs donnent leurs 
résultats avec leurs procédé personnel. 
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Metallic Fixation for Pathologic Fracture 


and 


Impending Fracture of Long Bones 


HAROLD ALTMAN, M.D., F.A.C\S., F.I.C.S.* 
NEW YORK 


logic fractures, actual and impending, 

involving 29 long bones in 23 patients. 
It is my purpose to relate my experiences 
with this important problem. 

Historically speaking, Hey-Groves! in 
1921 was the first to publish his results 
with the use of an intramedullary pros- 
thesis, in 3 instances of fracture of the 
femur. Although his results were satis- 
factory, this method was not accepted by 
surgeons treating fractures because of the 
difficulties arising from the tissue reac- 
tions to the materials utilized. 

As soon as the metallurgic problems 
were overcome,? Rush and Rush*® began 
using intramedullary pins for the fixation 
of long bone fractures. In 1940 Kiintscher* 
announced his method of treating fresh 
closed fractures of long bones with the v 
tvpe of intramedullary nail. Bohler® popu- 
larized this procedure with the publication 
of his book. Since then there has been a 
large number of additions to the literature, 
with the eventual establishment of definite 
indications and contraindications for this 
method of treatment. 

Although it had occurred to Bohler to 
utilize the intramedullary nail for the fixa- 
tion of a pathologic fracture of a long 


| HAVE used metallic fixation for patho- 
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bone, the possibility was not given more 
than superficial mention until Ehrenhaft 
and Tidrick® in 1949 published their exper- 
ience with 10 cases and Lehman’ in 1951 
reported 5 cases. 

In December 1951 I reported my own 
results in 18 cases involving 24 long bones 
with osseous metastases requiring metallic 
fixation.’ Earlier, in collaboration with 
Greenberg,® I had described 5 cases in 
which metallic fixation had been employed 
as a prophylactic measure for impending 
fractures. 

The details of operative procedure will 
not be discussed here. This article deals 
with certain of my own experiences and 
presents the reasons for using metallic 
fixation. Equipment for this type of thera- 
py is shown in Figure 1. 

On June 5, 1949, I used an intramedul- 
lary nail of the v type in a patient who 
had multiple pathologic fractures of a 
humerus. Because of technical difficulties 
I was obliged to perform the reduction by 
cutting down on one of the fracture sites 
in order to place the nail adequately. It 
simplified the procedure and at the same 
time permitted removal of a specimen 
from the fracture area for histologic 
study. 

Since then I have not hesitated to em- 
ploy this procedure by the open method 
when necessary. I have not, as yet, had 
a case in which there was an obvious in- 
crease in dissemination of the metastases 
or evidence of a fat embolism due to the 
operative procedure. I realize that the nail 
may grossly spread the metastasis locally 
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Fig. 1—Guide pin; Clover leaf, Hanson-Street, and Kiintscher nails; also new type of Smith-Petersen 
nail with McLaughlin side bar. 


in the involved bone, but in my opinion TABLE 1.—Data on 29 Long Bones in 
microscopic seeds of tumor are already oo eee Fanon 

present throughout the bone by the time No. Patient Age Primary Site 
an area manifests itself on the roentgeno- 48¢ of Malignancy 


he 
N 


Breast 


gram. 

It was soon observed by Dr. Daniel 
Laszo, of the Division of Neoplastic Dis- 
eases at Montefiore Hospital, that if osteo- 
clastic osseous metastases were present 
the status of the calcium balance was a 
factor of great importance in determining 
the prognosis when the patient was sub- 
jected to operative intervention of this 
kind. Patients who were in a state of 
' marked negative calcium balance were un- 
favorably affected by surgical interven- 
tion, whereas those in positive calcium 
balance were definitely benefited by the 
procedure. Therefore, whenever possible, 
an attempt was made to regulate the me- 
tabolism to obtain a positive calcium bal- 
ance prior to operation. 
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Breast and uterus 

Multiple osteogenic 
sarcoma 

Breast 

Thyroid 
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Fig. 2.—R. H. (Case 14), May 18, 1950, Multiple 
osseous metastases from a carcinoma of the 


breast. 


Case 


No. 


Patient 


Note impending fracture of intertro- 
chanteric region of right femur. 
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It was also realized that persons with 
generalized osseous metastases who sus- 
tained a pathologic fracture were sub- 
jected to the additional] deleterious consti- 
tutional effects of the shock accompanying 
that fracture. Each of these, therefore, 
was considered a “surgical emergency” 
and was operated upon at the earliest 
possible date. 

Under the guidance of Dr. Benjamin B. 
Greenberg, Chief of Orthopedic Surgery 
at Montefiore Hospital, I concluded that 
metallic fixation of a long bone with an 
impending fracture eliminated the shock 
concomitant with a fracture, obviated the 
necessity for open reduction at the frac- 
ture site, and permitted optimum meta- 
bolic balance prior to operation. 


TABLE 2.—Bones Involved 





Left humerus, double shaft 
Right femur, shaft 


Right femur, 2” subtrochanteric 
Left femur, 4” subtrochanteric 


Left, hip, intracapsular 
Right hip, intertrochanteric 


Right femur, 1” subtrochanteric 
Right hip, impending, base neck 


Left femur, midshaft 
Right femur, midshaft 


Left femur, subtrochanteric 
Left femur, midshaft 


Right femur, subtrochanteric 
Left femur, impending, subtrochanteric 


Left femur, subtrochanteric 
Left hip, intracapsular 


Right femur, upper %, mid % 


Left femur, subtrochanteric 


Right hip, impending, intertrochanteric 


Left femur, impending, shaft 
Right hip, cervical 


Right femur, impending, entire shaft 
Left femur, proximal '4, mid 


Left humerus, lower % 
Right hip, intracapsular 
(nail backing out) 


Left humerus, impending, upper 4 


Right femur, shaft 


Left femur, impending midshaft 


Right hip, impending 


Right hip, subcapital 


Right femur, lower % 


Bone Operated On 


Date 


6/5/48 
11/24/48 


11/28/48 
1/24/49 
12/31/48 
1/14/49 
1/7/49 
1/7/49 
1/13/49 
3/21/49 
1/5/50 
2/3/50 
4/29/50 
5/25/50 
5/4/50 
5/5/50 
6/1/50 
6/9/50 


Type of Fixation 





. nail 
. nail (H. S.) 


. nail 
. nail 


I. M. nail 

Two threaded wires 
I. M._nail (v) 

I. M. nail (C. L.) 
Blade plate 


. nail (C. L.) 
.» McL 
McL 8/4/50 


7 ’ nail (C..L,) 
S. P., McL 


I. M. nail (C. L.) 
I. M. nail (C. L.) 
Not nailed 
S. P. 4/19/51 
McL added 5/31/51 
I. M. nail (V.) 7/12/51 
I. M. nail (C. L.) 8/3/51 H.J.D. 
11/27/51 


8/23/51 
9/17/51 


9/29/50 
1/25/51 


3/15/51 
4/12/51 


I. M. nail (C. L.) 
Lorenzo screw 
with side bar 

Z nail 

I. M. nail (C. L.) 


9/27/51 
3/11/52 
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Fig. 3.—A, same patient on Sept. 5, 1950, after fixation with a Smith-Petersen nail and a McLaughlin 
side bar. B, same patient on Sept. 30, 1950, with impending fracture of shaft of left femur. C, 
patient on October 10, after fixation with a clover leaf type of intramedullary nail. 


In such an institution as Montefiore Hos- 
pital, where the patients are studied for 
long periods, serial roentgenograms of the 
skeleton readily demonstrate areas of im- 
pending fracture in time to permit optimal 
preoperative conditioning of the patient. 
Technically, a clover-leaf type of intra- 
medullary nail can be readily threaded 
over a guide pin inserted from the end of 
the involved bone, thereby reducing the 
shock of the operative procedure to a mini- 
mum level, (Fig. B and C). 

When the metastases involved the cervi- 
cal, trochanteric, or subtrochanteric por- 
tion of the femur, a Smith-Petersen nail 
with or without a McLaughlin side bar 
was indicated (Figs. 2, 3A and 4). 

_ Postoperatively, these patients are not 
tied down to the bed by traction. Rarely 
is it necessary to use additional plaster of 
paris immobilization of the part. Thus 
nursing care is much easier and the vex- 
ing complication of bed sores is eliminated. 
Transportation of the patient is facili- 
tated, making possible other modalities of 
treatment. Radiotherapy, transfusions, 


hormonal therapy, radioactive iodine and 
isotopes are likewise employed in an at- 
tempt to obtain healing of the fractures 
and recalcification of the metastatic areas. 

The willingness of a patient who has 
had one such operation to accept another 
has convinced us that the discomfort of 


Fig. 4.—Same patient on Oct. 8, 1951 fourteen 

months after first operative procedure. Note that 

there is progressive enlargement of metastatic 

lesions, but no femoral pathologic fractures are 
present. 
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the procedure is comparatively nil com- 
pared with that of traction or plaster of 
paris spicas. 

To date we-have performed this opera- 
tion on 29 long bones in 23 patients whose 
ages ranged from 13 to 81 years (Table 
1). In 7 instances the procedure was done 
as a prophylactic measure for impending 
fracture. Three of the patients were male, 
with primary diagnoses of carcinoma of 
the bladder, carcinoma of the esophagus 
and multiple myeloma respectively. The 
youngest patient, a girl, had multiple oste- 
ogenic sarcomas. Of the remaining female 
patients, 1 had carcinoma of the thyroid, 
1 had multiple myeloma and 1 had both a 
mammary and a uterine carcinoma, The 
remainder had malignant disease of the 
breast. An analysis of the bones involved 
is presented in Table 2. 


SUMMARY 


Experiences with metallic fixation of 29 
long bones in 23 patients who had patho- 
logic fractures or impending fractures are 
presented. The benefits of this method, 
especially when used as a_ prophylactic 
measure, are discussed. The importance 
of the preoperative status of calcium bal- 
ance in the patient with osteoclastic osse- 
ous metastases is stressed. 


RESUMEN 


Se presentan las experiencias de fijacion 
metalica de 29 huesos largos en 23 paci- 
entes con fracturas patolégicas 6 fracturas 
inminentes. Se discuten los beneficios de 
este método, especialmente cuando se usa 
como medida profilactica. Se hace notar 
la importancia del estado preoperatorio del 
balance calcico en el paciente con metasta- 
sis 6seas osteoclasticas. 


RESUME 


L’auteur donne ses résultats dans 23 cas 
de fractures des os longs. II se sert de fil 
métallique. L’étude du métabolisme du 
calcium doit étre considéré. 


MAY, 195: 


SUMARIO 


Sao apresentados os resultados de expe- 
riencias processadas em 23 pacientes nos 
quais o autor procedeu fixacao de 29 ossos 
longos em casos de fraturas patologicas, 
fixagao essa de natureza metalica. F dis- 
cutida a vantagem e os beneficios do me- 
todo, salientando o autor a importancia 
de sér bem estabelecido no preoperatério 
a taxa de calcio nos pacientes em os quais 
sao registradas metastases osteoclasticas. 


ZUSAM MENFASSUNG 


Es werden Erfahrungen mit metallischer 
Fixierung von 29 langen Knochen an 23 
Kranken mit pathologischen oder drohen- 
den Knochenbriichen dargelegt. Die Vor- 
ziige der Methode besonders bei prophy- 
laktischer Anwendung werden erdortert. 
Die Bedeutung der pradoperativen Kalzi- 
umbilanz der Kranken mit osteoklastischen 
Knochenmetastasen wird hervorgehoben. 


RIASSUNTO 


Vengono presentati i risultati ottenuti 
con fissazione metallica di 29 ossa lunghe 
in 23 pazienti che avevano fratture pato- 
logiche 0 minaccianti. Vengono discussi i 
vantaggi di questo metodo specie se usato 
come misura profilattica. Viene poi sotto- 
lineata l’importanza della determinazione 
del bilancio del calcio nel periodo preopera- 
tivo di pazienti con metastasi ossee osteo- 
clastiche. 
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Fellowships Offered By Brazilian and Argentine Sections 


The Brazilian Section of the International College of Surgeons is offering 


three Fellowships annually to Argentine medical students. 


Fellowships are available: 


The following 


One Fellowship in Thoracic Surgery in Rio de Janeiro, Sao Paulo or 


Santos. 


One Fellowship in Abdominal Surgery in Rio de Janeiro, Sao Paulo, 


Santos or Bahia. 


One Fellowship in a surgical specialty, Anesthesiology, Radiology, or 
Public Sanitation in Rio de Janeiro, Sao Paulo, or Santos. 


The Fellowships will consist of one or possibly two months’ training be- 
tween April and November, inclusive. The receipients will receive complete 
maintenance and the sum of two thousand Cruzeiros. 


The officers of the Brazilian Chapter will advise the Argentine Section 
annually of the hospitals which will offer Fellowships. 


The Argentine Section will offer three scholarships to Brazilian medical 


students. 


The following Fellowships now being offered by the Brazilian Section: 


Orthopedics and Traumatology 


Hospital! das Clinicas—Prof. Dr. Godoy Moreira, Sao Paulo. 


Anesthesiology 


Hospital Central da Santa Casa de Misericordia de Sao Paulo. Prof. Dr. 


Roberto Araujo. 


Abdominal Surgery 


Sanatério Sao Lucas—Prof. Dr. Eurico Branco Ribeiro, Sao Paulo. 








Treatment of Acute Cholecystitis 


MOSES BEHREND, M.D., F.A.CS., F.I.C.S.* 
PHILADELPHIA, PENNSYLVANIA 


surgeons concerning the treatment of 

acute cholecystitis. There is really 
no necessity to fear an acute perforation, 
about which more will be stated later. If 
the treatment that I have advocated for 
many years is followed, there is no reason 
why this condition in the majority of cases 
should not subside and be _ surgically 
treated at the time safest for the recovery 
of the patient. 

The type of pathologic condition here 
discussed is illustrated by Figures 1, 2 
and 8—a much thickened gallbladder with 
gangrenous areas, pus within its walls 
and usually a solitary stone blocking the 
cystic duct. 

The “starvation treatment,” as some 
have called it, is quite an appropriate 
name for it, because that is exactly the 
manner in which these patients are pre- 
pared for operation. Absolutely nothing 
is given by mouth. After the first twenty- 
four hours of hospitalization, sips of water 
are given. The patient is prepared by pa- 
renteral administration of dextrose and 
amigens, and the antibiotics are now in- 
troduced into these solutions. There is no 
necessity of rushing the patient into an 
operation and making an emergency of it; 
as a result of this haste, lives are lost and 
the rather high mortality rate in some 
clinics can be explained. If the operation 
is delayed, there will be less liability of 
injuring the hepatic and common ducts. In 
a recent paper published by Ochsner and 
his associates, the mortality rate of 7.5 
per cent for cholecystectomy is entirely 
too high. No comment is made by these 


"[ ‘surzeo is still much hysteria among 
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Read at the Seventeenth Annual Congress of the United 
States and Canadian Sections, International College of Sur- 
geons, Chicago, Sept. 8, 1952; also at Barcelona, Spain, 
May 15, 1952. 

Submitted for publication Sept. 17, 1952. 


authors on preoperative treatment. The 
mortality rate with the “starvation meth- 
od” of treatment should be about 1 per 
cent, 

By waiting, an opportunity is also given 
for the surgeon and the internist to make 
certain necessary chemical and physical 
examinations that lead to a favorable out- 
come. The essential laboratory tests should 
not be neglected. In the meantime, also, it 
gives the surgeon an opportunity to feed 
the patient parenterally and to make use 
of gastric suction drainage. Following this 
regime, 99 per cent of the patients with 
acute cholecystitis will have a subsidence 
of symptoms in twelve to twenty-four 
hours. The gallbladder will be less tender, 
the temperature and pulse rate will be 
greatly reduced. 

Acute perforation of the gallbladder is 
a rare condition. In over forty years of 
active surgical practice, my experience 
amounts to about 6 cases. All of the pa- 
tients came into the hospital after per- 
foration had taken place. In no patient 
admitted with a diagnosis of acute chole- 
cystitis did perforation occur in the hos- 
pital while the “starvation treatment” 
was being administered. F. S. Johns' has 
reported such a case. In some clinics the 
incidence of perforation of the gallbladder 
is greatly exaggerated, owing to the fact 
that the pathologist’s diagnosis is accepted. 
Leakage of bile at the time of operation 
should be the only positive means of mak- 
ing a diagnosis of perforation of the gall- 
bladder. Why some clinics report 14 per 
cent of perforations of the gallbladder is 
beyond my comprehension. There need be 
no fear of perforation if the patient is 
hospitalized and the proper regime carried 
out. The younger surgeons and even some 
of the older ones have a dread of perfora- 
tion of the gallbladder, and rightly so, but, 
as has been stated, this fear is not neces- 
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Fig. 1.—Acute cholecystitis (acute empyema). The gallbladder is in- 


flamed and thickened, with gangienous areas. 


It contains pus and a 


single stone blocking the cystic duct. No danger of perforation if starva- 
tion treatment is used. 


sary if the rules concerning the handling 
of acute cholecystitis are carried out. 

The best time to perform a cholecystec- 
tomy for acute cholecystitis is two to five 
days, or longer, after the patient has been 
admitted to the hospital. There is no ques- 
tion that, anatomically speaking, a much 
better operation can be performed after 
the symptoms of acute cholecystitis have 
subsided. The delay also obviates a two- 
stage operation. The first, in all likelihood, 
would be cholecystostomy, followed a few 
weeks later by cholecystectomy. If enough 
. time is given for the symptoms to subside, 
cholecystostomy will be an unnecessary 
operation; it is one that I have not per- 
formed for many years. As a note of warn- 
ing, however, it is my opinion that, for 
the occasional surgeon and the surgeon not 
well versed in the anatomic arrangement 
of structures around the ducts and blood 
vessels, cholecystostomy is the operation 


of choice. If the neophyte attempts a chole- 
cystectomy, the gallbladder should be re- 
moved from above downward. 

For the experienced surgeon, however, 
cholecystostomy is an unnecessary proce- 
dure. The only exception should be in the 
case of an aged patient—past 70 up to the 
ninth decade of life. On account of serious 
organic changes in the aged, cholecystos- 
tomy may be the operation of choice. 

There is also another consideration con- 
cerning the emergency operation. If the 
surgeon is not sure of having differenti- 
ated cholecystitis, acute pancreatitis and 
an acutely diseased, gangrenous appendix 
situated high in the abdomen, unquestion- 
ably an operation should be performed 
shortly after the arrival of the patient. 
This statement is made with the full 
knowledge that, at present, we do not 
operate on patients with acute pancreatitis 
in the emergency. An amylase test is of 
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considerable help in formulating one’s pro- 
cedure. In the presence of acute gangren- 
ous appendicitis there is no question what 
should be done. Neither is there any ques- 
tion about the gallbladder that has per- 
forated. In the past few months 2 patients 
were admitted to this hospital with per- 
foration of the gallbladder. These were in 
the fifth and sixth decades of life. One 
patient came in with symptoms of gen- 
eralized peritonitis; in the other the symp- 
toms were not localized, and one could not 
make a positive diagnosis. The amylase 
test ruled out pancreatitis in both cases. 
Both patients were operated on shortly 
after their admission. In the patient with 
generalized peritonitis there was massive 
soiling of the peritoneal cavity. In the 
other patient the fluid was localized in the 


Fig. 3.—Same specimen opened, 
showing gallbladder emptied of pus 
and containing many stones. 


right hypochondriac region. Each made a 
fine recovery. 

F. S. Johns has expressed the opinion 
that in a small percentage of cases of acute 
cholecystitis immediate operation is re- 
quired, and that the interval operation the 
better of the two procedures. Ochsner and 
his group? have considered immediate, 
early and delayed operation for acute 
cholecystitis. Their mortality rate in- 
creases when the symptoms have existed 
for seventy-two hours or longer. Mustard 
and Custard® have made pertinent remarks 
concerning refresher courses in the han- 
dling of patients with acute cholecystitis. 
They reviewed the programs of many sur- 
geons and came to the conclusion that each 
patient should be treated on the individual 

aan ; merits of the case. No one can gainsay 
Fig. 2.—Acute cholecystitis (acute empyema). this, because it is the only manner in which 


Note enlarged, elongated, acutely inflamed 5 
. r saliladiee. F the best results can be obtained. 
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CONCLUSIONS 


1. Patients with acute cholecystitis 
should be treated conservatively. 

2. The surgeon should not become pan- 
icky and subject the patient to an emer- 
gency operation, unless it is impossible to 
make an exact diagnosis. 

3. Starvation treatment, not mentioned 
by most authors, is the best method of 
preparation. 

4, Parenteral feeding with 5 per cent 
dextrose, amigens and antibiotics will pro- 
duce subsidence of symptoms in twelve to 
twenty-four hours. 

5. Acute perforation is a very rare oc- 
currence. Many chronic perforations are 
observed at operation, but these are not 
under discussion. 

6. Cholecystostomy, except in persons 
past the seventh decade of life, is not a 
necessary operation. The author has not 
performed one in many years. 

7. For the occasional and inexperienced 
surgeon, cholecystostomy should be the 
chosen procedure. He should also remove 
the gallbladder from above downward. 


CONCLUSOES 


1. O tratamento conservad6ér deve sér 
observado nos pacientes acometidos de co- 
lecistite aguda. 

2. O cirurgiao nao se deve afoitar e sub- 
meter o paciente a uma intervencao de ur- 
géncia, a menos que um diagnostico exato 
seja impossivel de se fazer. 

3. O preparo do doente por um regime 
de fome, nao adotado por muitos autores, 
é o melhor metodo para tais casos. 

4. A alimentacao com injecédes parente- 
rais de glicose a 5% amigen, e, 0 uso de 
antibidticos, trara uma melhoria dos sin- 
tomas apresentados pelos doentes entre 12 
e 24 horas de tratamento. 

5. A perfuracéo aguda é complicacao ex- 
tremamente rara. Muitas perfuracdes 
cronicas sao séo observadas durante a op- 
eracao, assunto alias que nao entra em dis- 
cussao nésse trabalho. 

6. A colecistostomia,—excecao nas pes- 
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sdas acima dos setenta anos,—n4ao deve sér 
praticada. O autor, em longos anos de ex- 
periencia, jamais praticou qualquer cole- 
cistostomia. 

7. Para os cirurgides inexperientes ou 
improvisados, a colecistostomia é um pro- 
césso de escolha. 


RESUME 


Les patients présentant une cholécystite 
aigue doivent subir un traitement conser- 
vateur. Le chirurgien ne doit pas s’embal- 
ler et soumettre le patient a un traitement 
chirurgical funeste. Le procédé du jeune 
est la meilleure préparation un soluté a 
5% de dextrose, l’amigéne, les antibioti- 
ques sont d’heureux adjuvents. La per- 
foration aigue est chose rare, méme si ]’on 
voit des anciennes perforations a l’opéra- 
tion. La cholécystostomie, sauf pour les 
personnes agées de plus de 70 ans, n’est 
pas nécessaire, sauf pour le chirurgien 
inexpérimenté. 


CONCLUSIONES 


1. Los pacientes con colecistitis aguda 
deben ser tratados conservadoramente. 

2. El cirujano no debe alarmarse y 
someter al paciente a una operacién de 
emergencia, a menos de que sea imposible 
hacer un diagnéstico exacto. 

3. El mejor método de preparacién que 
no mencionan la mayoria de los autores 
es la inanicion. 

4. La alimentacion parenteral con glu- 
cosa al 5 por ciento, amigen y antibidticos 
calma los sintomas de doce a veinticuatro 
horas. 

5. La perforacién aguda es muy rara. 
En la operacién se observan muchas per- 
foraciones crénicas, que no estan bajo la 
discusion. 

6. La colecistectomia, con excepcion de 
personas con mas de setenta anos, no es 
necesaria. El] autor no ha hecho una en 
muchos anos. 

7. Para el cirujano ocasional y sin ex- 
periencia, la colecistectomia debe ser el 
procedimiento de elecci6n, extirpandose la 
vesicula de arriba a abajo. 
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CONCLUSIONI 


1. I pazienti affetti da colecistite acuta 
devono essere curati conservativamente. 

2. Il chirurgo non deve affrettatamente 
sottoporre il paziente ad un’operazione 
d’urgenza a meno che sia impossibile fare 
una diagnosi esatta. 

3. I] digiuno, non menzionato dalla mag- 
gior parte degli autori, é il miglior metodo 
di preparazione. 

4. L’alimentazione parenterale con des- 
trosio al 5%, aminoacidi e antibiotici pro- 
durra la regressione dei sintomi in 12/24 
ore. 

5. Molto raramente si verifica la perfo- 
razione acuta. Al momento dell’intervento 
si osservano molte perforazioni croniche, 
ma queste non rientrano nell’argomento 
in studio. 

6. La colecistostomia, eccetto nelle per- 
sone di oltre 70 anni, non é un’operazione 
necessaria. L’autore non ne ha fatta alcu- 
na in molti anni. 

7. Per il chirurgo inesperto la colecisto- 
stomia dovrebbe essere il procedimento 
d’elezione. Egli dovrebbe anche praticare 
la colecistectomia retrograda. 


SCHLUSSFOLGERUNGEN 


1. Kranke mit akuter Gallenblasenent- 
ziindung sollen konservativ behandelt wer- 
den. 

2. Der Chirurg soll nicht seine Geistes- 
gegenwart verlieren und den Kranken 
nur dann einer Notoperation unterziehen, 
wenn die Stellung einer genauen Diagnose 
unmoglich ist. 
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3. Die Hungerkur, die von den meisten 
Autoren nicht erwant wird, stellt das 
beste vorbereitonde Verfahren dar. 

4. Die parenterale Zufuhr von fiinfpro- 
zentiger Traubenzuckerlésung, Amidoge- 
nen und Antibiotica fiihrt zum Verschwin- 
den der Symptome innerhalb von 12 bis 
24 Stunden. 

5. Die akute Perforation ist ein sehr 
seltenes Vorkommnis. Chronische Perfo- 
rationen werden haufig bei der Operation 
gefunden, stehen aber hier nicht zur 
Erorterung. 

6. Die Cholezystotomie ist ausser bei 
Kranken jenseits des siebenten Lebens- 
jahrzehnts keine notwendige Operation. 
Der Verfasser hat sie in vielen Jahren 
nicht eeinziges Mal ausgefiihrt. 

7. Die Cholezystotomie ist die Methode, 
deren sich. der Chirurg mit geringer Er- 
fahrung und mit nur gelegentlicher Még- 
lichkeit zu operieren bedienen sollte Fiir 
ihn diirfte es sich auch empfehlen, die 
Gallenblase in der Richtung von oben nach 
unten zu resezieren. 


REFERENCES 


1. Johns, F. S.: A Discussion of the Prevention 
of Injuries to Common and Hepatic Ducts: Ann. 
Surg. 135:730-733 (May) 1952. 

2. Campbell, T.; Ochsner, A.; Baffles, T. G.; 
Bancroft, H., and Bendel, W.: Timing in the Sur- 
gical Treatment of Acute Cholecystitis, Ann. Surg. 
135:734-750 (May) 1952. 

3. Mustard, R. L., and Custer, H. R.: The Man- 
agement of Acute Cholecystitis, Surg., Gynec. & 
Obst. 95:59-63 (July) 1952. 

4. Behrend, M.: Diseases of the Gallbladder and 
Allied Structures. Philadelphia: F. A. Davis Com- 
pany, 1947. 


Foreign Interns and Residents Available 
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sis of ultimate functional results 

and the mortality and morbidity 
rates reveals equally good results follow- 
ing all types of operations for the relief 
of obstructive prostatic disease. Hemor- 
rhage and infection are the major causes 
of morbidity and mortality in any type of 
prostatic surgical procedure. The two fac- 
tors are closely related. The availability 
of whole blood for transfusion and the im- 
provements in mechanical devices aid the 
control of hemorrhage. The sulfonamides 
and antibiotics have contributed to the 
control of infection. Together with these 
aids, refinements in anesthesia have made 
it possible to carry out any type of pro- 
static operation on patients who, because 
of concurrent disease, were formerly con- 
sidered subjects for palliative procedures 
only. 

One of the objections so frequently 
raised in the past to the suprapubic opera- 
tion has been the prolonged hospitalization 
period due to failure of closure of the 
suprapubic sinus. 


Primary closure of the urinary bladder 
after a one-stage suprapubic prostatec- 
tomy has been advocated by many urologic 
surgeons during the past three decades. 
In most instances control of bleeding, 
‘ which is probably the most important fac- 
tor, has been obtained in the mucosal rim 
by suture ligation of bleeding points and 
in the prostatic bed by use of various 
types of inflatable rubber bags. Oblitera- 
tion of the prostatic cavity by means of 
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certain types of sutures to promote more 
rapid healing, as well as hemostasis, has 
also been advocated. As an aid in the care 
of postoperative hemorrhage, should it oc- 
cur, the use of a suprapubic tube for one 
to three days has been suggested and is 
common practice among those who do 
suprapubic prostatectomies. The place- 
ment of a nonabsorable type of suture, 
such as nylon, in a figure-of-eight fashion, 
which could be drawn and tied after re- 
moval of the suprapubic tube to promote 
rapid closure of the suprapubic sinus, has 
been suggested. 

Several of these articles presenting 
these data were written prior to introduc- 
tion of the sulfonamides, the antibiotics 
and the newer hemostatic agents, and good 
results were reported. A few articles have 
appeared since the introduction of all of 
these agents. 

Thumann and Stump* reported a series 
of 100 cases of transvesical prostatectomy 
with primary closure, with use of oxidized 
cellulose and a Foley or Coppridge bag 
catheter for hemostasis. They concluded 
that this procedure, when compared with 
other methods of transvesical prostatec- 
tomy employing some form of pack, bag 
or drain, resulted in lower total hospitali- 
zation, a decrease in duration of post- 
operative hospital days, a low incidence 
of urinary sepsis and a marked decrease 
in surgical complications. There were 2 
deaths in their series, 1 due to shock sec- 
ondary to hemorrhage at the time of op- 


*Thumann, R. C., Jr., and Stump, G. D.: Suprapubic 
Transvcsical Prostatectomy with Primary Closure of the 
Bladder Using Oxidized Cellulose; an Analysis of One Hun- 
dred Cascs, J. Urol., 67: 95-100 1952. 
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eration and the other to pulmonary em- 
bolism. 

We have employed a method of one- 
stage suprapubie prostatectomy with pri- 
mary closure of the bladder which has 
simplified hospital care and decreased 
morbidity and mortality in our hands. The 
patients leave the hospital voiding satis- 
factorily and in most instances with the 
suprapubic wounds healed without leak- 
age. 

A brief outline of the technic is as fol- 
lows: A longitudinal suprapubic incision 
is usually made, The rectus abdominis 
fascia is incised and the muscles separated. 
The peritoneum is reflected and the blad- 
der exposed and opened high. The bladder 
wall at the lower angles of the incision is 
temporarily sutured to the anterior ab- 
dominal wall. Exposure of the vesical neck 
is thereby greatly facilitated and the space 
of Retzius protected. Ordinarily the pros- 
tate is digitally enucleated. In many cases, 
sharp and digital enucleation of the gland 
is employed. Use of the scissors to incise 
the overlying neck of the bladder mini- 
mizes tearing of the mucosa and stripping 
of the mucosa with subsequent bleeding. 
A large oxycel gauze cone is inserted into 
the prostatic fossa, with a gauze sponge 
for compression. A vas deferens ligation 
is then performed. The oxycel cone is re- 
moved, the vesical neck trimmed of tags 
and bleeding points fulgurated, or, at 
times, suture ligated. 

In our hands, time is required to do a 
suprapubic prostatectomy. The senior 
author has never been impressed with 
small incisions, blind enucleations, and the 
necessity for unusual speed in the per- 
formance of the operation. 

A 24 or 26 F. Coppridge bag urethral 
catheter, which is of a whistle-tip type, 
is routinely used. A small oxycel gauze 
cone is practically always used. It is tied 
around the catheter just below the bag, 
and the bag is somewhat inflated and 
drawn into the prostatic bed. The gauze 
is tamped around the rim and the bag ad- 
justed and inflated further if necessary. 
Overdistention is avoided. In most cases 
20 to 30 cc. usually suffices. If larger quan- 
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tities are necessary to control the bleeding, 
some of the fluid is released in four to six 
hours. 

The bladder is freed from the abdominal 
wall and closed in layers. A running suture 
of No. 0 plain catgut is used for the mucosa 
and a running suture of No. 1 chromic 
catgut in the muscular layer. A Penrose 
cigaret drain is placed in the prevesical 
space. The wound is closed in layers. 
The skin suture is a figure-of-eight silk- 
worm gut. Before the patient leaves the 
operating room, the catheter is irrigated 
and is attached to a continuous closed 
drainage apparatus. Postoperative irriga- 
tion is not routinely employed for twenty- 
four hours unless absolutely necessary. 

Twenty-four hours after the operation 
the fluid is released from the bag; 10 to 
15 ce. is left to hold the catheter in place. 
Irrigation with physiologic solution of 
sodium chloride is usually necessary at 
this time to remove pieces of oxycel gauze 
that have been loosened. The catheter is 
removed on the seventh day. In all of our 
recent cases the Coppridge catheter has 
been removed on the fourth day and a size 
20 F. Foley catheter inserted. The latter 
is then removed on the seventh day. We 
prefer to do _this as all the remnants of 
the oxycel can be removed by gentle irri- 
gation, but we have learned that the bag 
with a capacity of 5 cc. will frequently 
slip into the prostatic bed and not drain 
properly. We have found that if we rou- 
tinely use 7 to 10 cc. of water in the bag, 
this difficulty does not occur as often. 

This study includes a review of 72 con- 
secutive cases, all managed according to 
the technic outlined. The average weight 
of the gland removed was 55 Gm. Forty- 
seven of the patients were released in ten 
days to two weeks; 19 went home in two 
to three weeks; 3 stayed between three 
and four weeks, and 3 were in the hospi- 
tal for more than four weeks. 

In the series was one patient who had 
undergone three previous resections. The 
prostate weighed 48 Gm. Another had 
undergone four resections; the prostate 
weighed 70 Gm. Both have been cured by 
the prostatectomy. 
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TABLE 1.—Surgical Complications 
—Immediate .... 
Delayed 
Hemorrhage —Immediate . 
Delayed 
—Septicemia 
Urinary sepsis 
Epididymitis 
—lInfection 
Hematoma 
Disruption : 
MOPEMGTY, POM goose .c. oo nocednsceee: ; 
neontinence —Urgency, temporary 
Permanent 


Shock 


infection 


Wound 


There were no deaths in the hospital, 
ind the average postoperative hospital 
‘tay was fifteen days. Thirty-five patients 
aad uncomplicated postoperative courses. 
Stress or urgency incontinence was listed 
as a complication in 10 cases; 4 patients 
had mild wound infection, which did not 
delay their discharge; in 3 a hematoma 
‘ici and 4 had pyelonephritis (Table 
Eis 

Hiccough was a bothersome complica- 
tion in 3 cases; spasm of the bladder was 
severe in 1; pulmonary atelectasis oc- 
curred in 2, in 1 of which it was bilateral, 
with a four-day period between the two 
episodes. Bronchitis developed in 1 case. 

Nine patients had some suprapubic leak- 
age of urine. In this group there were 
5 with carcinoma of the prostate; in 2 the 
catheter slipped down into the urethra so 
that it could not drain properly. Three 
were treated by total transvesical pros- 
tatectomy, including partial resection of 
the seminal vesicles in 1. The duration of 
the leakage in 2 of the cases was less than 
one day after removal of the catheter. Of 
the remaining 4 cases, leakage occurred 
for one day in two, four days in one and 
seven days in the other. 

In 2 of the cases the malignant disease 
was diagnosed clinically before the opera- 
tion; in 1 it was suspected at operation, 
and in the other 2 it was a pathologic 
observation. 

For several years it has been the prac- 
tice of the senior author to do suprapubic 
enucleations of the adenoma when sizable 
even though malignant changes are sus- 
pected before operation. 
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There were 6 patients who had post- 
operative bleeding; in 2 of these the bleed- 
ing was primary. One required reopening 
of the bladder and suture ligation of the 
bleeding points. The catheter was removed 
on the ninth day, and no leakage occurred. 
The other patient was managed by ful- 
guration with the resectoscope. 

There were 4 patients who had second- 
ary bleeding after removal of the cathe- 
ters. Three of these were managed by 
simple replacement of the catheter and 
irrigation, and the fourth needed fulgura- 
tion on two occasions. 

Phlebothrombosis developed in 3 cases. 
In 1 of these the patient had had it before 
and preoperative vein ligation had been 
debated. However, elastic bandages were 
applied to the legs in the operating room 
instead, and the phlebitis developed about 
a week later. Two patients had cardiac 
complications; 1 an auricular fibrillation 
and the other a heart block. Both re- 
sponded to medical care. 

We employed the primary closure tech- 
nic in 4 cases in which the patients had 
required preliminary cystostomy. In 1 of 
these retention developed after a gastric 
resection for polyposis, with a nonprotein 
nitrogen level of 84 mg. He did not tolerate 
catheter drainage, and a cystostomy was 
done. The prostatectomy was done a month 
later and urinary leakage occurred, re- 
quiring Foley catheter drainage for forty- 
eight hours. The patient was discharged 
on the fifteenth day. The second patient 
had pernicious anemia, and the value for 
nonprotein nitrogen was 140 mg. The sec- 
ond stage was done four and one half 
months later, at which time this value was 
72 mg. The catheter was removed on the 


TABLE 2.—Non-Surgical Complications 
Pulmonary 
Cardiac 
Cerebral 
Phlebothrombotic 


TABLE 3.—Total Complications 
Surgical 
Nonsurgical 
Mortality 
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seventh postoperative day; there was no 
leakage. The patient was discharged on 
the tenth day. . 

The third patient, aged 82, with hemi- 
paresis of three years’ duration, had had 
two severe episodes of coronary thrombo- 
sis during the past nine years. The non- 
protein nitrogen level was somewhat ele- 
vated and the patient was intolerant of 
catheter drainage. A trocar-cannula cysto- 
tomy was done. The prostatectomy was 
done eight weeks later, and stoppage of 
the catheter occurred, with leakage for a 
few hours, on the eighth postoperative 
day. The catheter was removed on the 
tenth postoperative day. Some leakage oc- 
curred during the afternoon of this day, 
but none thereafter. 

The fourth patient was admitted in re- 
tention, with fever and a nonprotein nitro- 
gen level of 186 mg. A trocar-cannula cys- 
totomy was done, and a prostatectomy was 
performed seventeen days later. The cath- 
eter was removed on the ninth. postopera- 
tive day. There was no leakage (Table 2). 

In these second-stage operations free 
mobilization and wide opening of the blad- 
der have been our custom for many years. 
In most instances visualization of the vesi- 
cal neck and the prostatic bed is sufficient 
to fulgurate the bleeding points and con- 
trol the bleeding. 

For the purposes of evaluation, we have 
reviewed in the same manner a series of 
patients who were treated immediately 
prior to adoption of the primary closure 
method. Oxycel was employed in their 
cases also, and either a Wolf catheter or 
some other modificaticn of a Foley cathe- 
ter, but various types of cystostomy tubes 
were used; they were removed in twenty- 
four to forty-eight or seventy-two hours. 
We shall merely summarize our experience 
by saying that in that group 2 primary 
hospital deaths occurred and the average 
postoperative stay in the hospital was 
twenty-one days. The main reason for the 
extended postoperative average was that 
the 7 patients in whom urinary fistulas 
developed were hospitalized for an aver- 
age period of thirty-four and a half days. 

IT is our opinion that the use of any 
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type of suprapubic tube will evoke bladder 
spasms and thus promote bleeding, with 
clotting and stoppage of the catheter. 

Since it is important to evaluate an op- 
eration not only on the basis of the pa- 
tient’s course in the hospital but also his 
subsequent course at home, we have tried 
to find out. We have a very good follow-up 
on the cases in which primary closure was 
employed, and we attempted to classify 
these in groups for the purpose of dis- 
cussion. This is admittedly subject to sta- 
tistical challenge, but we hope that it will 
suffice. We graded them alphabetically. 

A Group.—Urine clear to hazy; nocturia 
(1 to 2 times) ; no pain, dribbling, or other 
complications in one month, 

B Group.—wUrine hazy to cloudy; noc- 
turia (2 to 4 times) ; occasional burning; 
moderate. frequency; mild epididymitis; 
no other complications in two or three 
months. 

C- Group.—Urine badly infected after 
three months; nocturia (4 times or more) ; 
frequency, urgency, burning, temporary 
dribbling or urgency incontinence; sup- 
purative epididymitis; stricture. 

D Group.—Urgency incontinence per- 
sisting more than two months; infection 
four to six months; hemorrhage after 
leaving the hospital; progressive debility. 

E Group.—Death probably due to post- 
operative complications at home. 

We list 47 cases in the A group. There 
are 7 in the B group, in 6 of which there 
were some nocturia, frequency of urina- 
tion and cloudy infected urine for two 
months. One patient had mild epididymi- 
tis, which responded readily to medical 
care readily in his home. 

There were 10 cases in the C group; 8 
of these had urgency incontinence up to 
two months. In 1, who also had a carci- 
noma, a stricture developed, and 1 had pro- 
longed trouble with phlebothrombosis. 

There were 6 cases in the D group; in 
3 of these there was stress incontinence or 
dribbling for more than two months, and 
1 patient required transurethral revision 
of the vesical neck for relief. The fourth 
had persistently infected urine. He had 
had several episodes of epididymitis prior 
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to operation, and an orchiectomy was done 
at the time of prostatectomy for suppura- 
tive epididymitis. The fifth patient was re- 
admitted twice for recurrent hemorrhage, 
and the sixth returned for two days be- 
cause of bleeding. 

There were 2 patients in the E group 
who died. One of these was 80 years old 
and had a heart block and atelectasis while 
in the hospital, where he had been for 
thirty-four postoperative days. He died 
nine days after returning home. The other 
was 87 and had serious senile dementia. 
Twice he had had postoperative hemor- 
rhages after climbing out of bed. He was 
‘n the hospital thirty-seven days and died 
three months after leaving. 

There were 35 patients who had an un- 
complicated postoperative course and an 
excellent follow-up course, judged by 
rather rigid standards. 

This series represents about 30 per cent 
of the prostatic operations done in this 
Clinic during a period of approximately 
two years. In the remaining 70 per cent 
the transurethral method was employed. 

After reviewing these cases from the 
standpoint of the patient’s immediate sur- 
gical reactions, postoperative complica- 
tions, general comfort, the simplification 
of the problems of nursing care, and (very 
importantly) the ultimate bladder func- 
tion, we are convinced that the oper- 
ation described, when employed for the 
medium or large prostate, is the most sat- 
isfactory operation for the relief of pros- 
tatic obstruction which we have ever em- 
ployed. 


SUMMARY AND CONCLUSIONS 


The authors present data on a series of 
cases in which primary closure of the 
bladder was employed after one-stage 
prostatectomy. The technic is described in 
detail, and an account of results is in- 
cluded. The authors conclude that this 
procedure is highly recommendable and, 
when employed for the medium or large 
prostate, is the most satisfactory surgical 
procedure known to them for relief of 
prostatic obstruction. 






627 





EWELL AND MUELLER: PROSTATECTOMY 


Authors’ Note.—Since this manuscript 
was completed we have operated on 16 
additional patients. The data for these 
compare quite closely with those in the 
series described in the text. 


The average age was 74 years; the aver- 
age postoperative hospital stay was fifteen 
days, the surgical specimens averaged 56 
Gm. in weight; 3 of the glands revealed 
malignancy, and in 1 malignant changes 
were suspected clinically. 

There were 3 who had suprapubic leak- 
age for one day or part of a day and 2 
with leakage lasting for five days. One 
patient had severe phlebothrombosis. He 
had had phlebothrombosis in the same leg 
several years previously. One had moder- 
ate postoperative bleeding and a partial, 
superficial dehiscence of the wound which 
required secondary repair. 2 patients had 
infected urine for several weeks after the 
operation, and 1 of these had epididymitis. 
None of the patients in this group had any 
persistent disabling complications, and 
there were no deaths. 


SUMARIO E CONCLUSOES 


Os autores apresentam uma serie de 
casos em que a sutura da bexiga foi ime- 
diatamente feita apds prostatectomia em 
um s6 tempo. Descrevem a técnica detalha- 
damente, expondo, em linhas gerais, os 
resultados obtidos. Concluem o seu estudo 
dizendo que o processo deve sér recomen- 
dado pelas inumeras vantagens observadas. 


RESUMEN Y CONCLUSIONES 


Los autores presentan datos sobre una 
serie de casos en los que después de una 
prostatectomia en un tiempo se uso cierre 
primario de la vejiga. Se describe la técni- 
ca con detalles y se incluye una relacion 
de los resultados. Los autores concluyen 
que este procedimiento es altamente reco- 
mendable y es el procedimiento quirurgico 
mas satisfactorio que ellos conocen cuando 
se usa para prostatas medianas 6 grandes 
para tratar la obstruccién prostatica. 
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RIASSUNTO E CONCLUSIONI 


Gli autori presentano una serie di malati 
nei quali eseguirono la chiusura immedia- 
ta della vescica dopo prostatectomia in un 
tempo. Viene dettagliatamente descritta 
la tecnica e vengono forniti i risultati. Gli 
autori concludono raccomandando tale pro- 
cedimento che, seapplicato a_ prostate 
grandi o medie, é il pitt soddisfacente per 
curare l’ostruzione urinaria da ipertrofia 
prostatica. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Die Verfasser berichten ueber eine 
Reihe von Kranken, an denen im An- 
schluss an eine einzeitige Prostataresek- 
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tion die Harnblase primaer geschlossen 
wurde. Die Arbeit umfasst eine genaue 
Beschreibung der Technik und eine Dar- 
legung der Resultate. Die Verfasser fueh- 
len sich berechtigt, das Verfahren aufs 
Waermste zu empfehlen. Zur Beseitigung 
einer durch eine mittelgrosse oder grosse 
Prostata hervorgerufenen Obstruktion ist 
ihnen keine chirurgische Methode be- 
kannt, die gleiche befriedigende Resultate 
ergibt. 
RESUME 


Les auteurs rapportent une série de cas 
de prostatectomie suivi de la fermeture 
immédiate de la vessie. D’aprés eux, c’est 
le meilleur procédé 4 employer. 


OO 


NINTH INTERNATIONAL CONGRESS, 1954 


Under the Sponsorship of the Brazilian Government 


Notice to All Members of the International College of Surgeons: 


The House of Delegates on May 9, 1952, in Madrid, Spain, decided that the 
City of SAo Paulo would be the meeting place of the next International Con- 
gress, approving the suggestion of His Excellency the Governor of the State, 
Prof. Dr. Lucas Nogueira Garcez. Brazilian members of the Board of Trustees 
were appointed to the Commission organizing the Congress, under the direc- 
tion of Prof. Dr. Carlos Gama, Vice-President of the International Congress 
and Secretary General for South America. 

The Ninth International Congress will be held from April 26 to May 2, 
1954. The official topics are (1) experience with socialized medicine in differ- 
ent countries, (2) new uses of radiology with contrast media in the various 
surgical specialties, and (3) experience with antibiotics in all branches of 
surgery. 

Since the Ninth International Congress will coincide with the Fourth 
Centennial of the city of Sao Paulo, it is hoped that the conference, in addition 
to being one of the most memorable ever held, will add much to the commen- 
orative activities of Sao Paulo. In order that the Commission may obtain in 
advance a satisfactory idea of the number who will attend, to arrange the best 
possible accommodations for them and to insure that the program shall be 
absolutely functional, all who are interested are requested to write to the 
address below. 

—Prof. Dr. Carlos Gama, Secretaria, Praca Ramos de Azevedo, 7.° 

Andar, Sala 710, Sao Paulo, Brazil. 


. Organizing Commission 


Emanuel Marques Porto 
Lucas M. Machado 

José Médicis 

Fernando Luz Filho 
Benjamin Rocha Sales 
Elpidio V. Cannabrava 


Pedro Falcao 
Membros Brasileiros 
do “Board of Trustees”’ 
J. M. Cabello Campos 
Tesoureiro do 
Capitulo Brasileiro 


Carlos Gama 

José Avelino Chaves 
Osear Cintra Gordinho 
Eurico Branco Ribeiro 
Rodolpho de Freitas 

A. C. Vincente Azevedo 
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Management of the Chronically Diseased Cervix 


THADDEUS L. MONTGOMERY, M.D., F.A.C.S. 


AND 


PAUL A. BOWERS, M.D. 
PHILADELPHIA, PENNSYLVANIA 


practice of gynecology in the past 

twenty-five years. In a specialty that 
mee concerned itself with the correction 
f malpositions of the uterus, the second- 
iry repair of childbirth injuries and the 
removal of gross lesions of the ovary and 
uterus, emphasis has turned to the medical 
management of dysfunction, the early rec- 
ognition of neoplasms, the eradication of 
chronic infection and the effective treat- 
ment of cancer of the reproductive tract. 

Among the lesions that received small 
attention a generation ago was chronic 
disease of the cervix. Today this is con- 
sidered one of the most important, because 
of its frequency of occurrence, the urgency 
of differential diagnosis, and the possible 
relation of the condition to cervical car- 
cinoma—the most common type of cancer 
of the reproductive tract in the human 
being. 

To illustrate the significance of this sub- 
ject and its ramifications, we have drawn 
1,000 consecutive charts from active files 
of private practice and analyzed them 
from the standpoint of (a) frequency of 
occurrence of cervical disease, (b) the 
diagnostic procedures employed and (c) 
the treatment that is applicable at a given 
time in a woman’s life. 

In so doing, we make no claim that our 
methods of management have proved al- 
_ ways successful or that they represent a 
standard of recommended practice. We 
are convinced, however, that our own ac- 
tivities are illustrative of gynecological 
experience in these matters and that the 
adjustments and modifications of policy 


Read at a regional meeting of the United States Chapter, 
International College of Surgeons, Philadelphia, February 
1953. 

Submitted for publication March 29, 1953. 


N OTABLE changes have attended the 


TABLE 1.—Incidence of Disease of Cervix in 
1,000 Cases 
Cervical Disease 
Developing 
Under Observation 


Cervical Disease 
When First Seen 


Patients With 
Cervical Disease 


No. % No. % Jo. 


/ / 4 oO 
541 54 387 71.5 154 28.5 


TABLE 2.—Effect of Pregnancy and Delivery on 
Cervical Disease 
Parous Patients Nulliparous Patients 


No. % No. % 


461  ~—- 85.2 


that we have made may prove of interest 
and value to others at work in this field. 

It should be stated additionally at the 
onset that we have been guided throughout 
the course of our gynecological practice 
by the belief that a smoothly healed cervix 
may constitute an important barrier to 
the development of cancer in that area. 
Whether this principle will or will not be 
sustained by continued investigation re- 
mains to be seen; however, it has proved 
a satisfactory one clinically and would not 
readily be abandoned by us. 

In the 1,000 cases reviewed, the diagno- 
sis of cervical disease had been made clin- 
ically in 541, or 54 per cent (Table 1). 
Many of the 1,000 patients were seen over 
a considerable period of years as gyneco- 
logic subjects, as obstetric patients, and 
at one time or another in both categories. 

In 387 cases (71.5 per cent of those in 
which cervical disease was present) the 
diagnosis was made at the patient’s first 
visit; in 154 (28.5 per cent) it was made 
at a subsequent examination. In the ma- 
jority of cases these later diagnoses were 
made during the puerperium. 

Pregnancy and delivery definitely seem 
to play a part in the causation of cervical 
disease (Table 2); 461 of the patients 
were parous and 80 were nulliparous, and 
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TABLE 3.—Diagnosis of Cervical Disease 
In nonpregnant women 
In pregnant women ( 3.2%) 
During puerperium ..... 122 ( 21%) 
During menopause ....... 60 ( 10%) 


TABLE 4.—Clinical Diagnosis of Cervical Disease 
Polypi 5 9%) 
Cervicitis with erosion 

PMUPOMRRMIATD ROUBLE, | << nccnesicccctsccecsornencarsve 75 
Laceration ; 

Hypertrophy 

Leukoplakia 

Carcinoma 


x 


ort Oo ROO 
VRRNVN 
ee a ie 


TABLE 5.—Diagnostic Measures Employed 
1. Papanicolaou smear ....431 
2. Biopsy 
Office spot 
(78 with cutting 
current, 16 with 
scalpel) 
Hospital excision 
(22 with cutting 
current, 25 with 
scalpel) 
Histologic examination of offending portion of 
reproductive tract (cervix or uterus) removed 
in course of surgical treatment 


the frequency of occurrence in these two 
groups was 85.2 per cent and 14.8 per cent 
respectively. As to age, the majority of 
the subjects were pretty well divided be- 
tween the decades 21-30, 31-40, 41-50, or 
in the active childbearing period. 

Table 3 reveals the status of the patient 
when the diagnosis was made (nonpreg- 
nant, pregnant, puerperal or menopausal). 
The apparent discrepancy between the 
total figures here and the original number 
of 541 patients with cervical disease is due 
to the fact that some who were originally 
seen as gynecologic patients later con- 
ceived, and cervical disease developed dur- 
ing the puerperium or thereafter. 

On examination (Table 4), cervical 
polypi were noted in 59 patients, cervicitis 
with erosion in 481, nabothian cysts in 75, 
lacerations in 32, hypertrophy in 9 and 
leukoplakia in 2; carcinoma was diagnosed 
clinically in only 1 case, but histologic 
study later revealed malignant change in 
4 cases. Several of these pathologic en- 
tities may have been present in the same 
patient, which accounts for the large total. 

The preliminary diagnosis was clinical 
(Table 5). However, among the 1,000 
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original cases Papanicolaou smears were 
collected in 431; office spot biopsy was 
performed in 94, (in 78 of which it was 
done with the endotherm and in 16 with 
the scalpel or scissors). In the remaining 
cases the diagnosis was confirmed on the 
basis of histologic examination of the cer- 
vix removed at amputation, or in the 
course of total abdominal or vaginal] hys- 
terectomy. 


Table 6 reveals the results of histologic 
study. As is noted, the majority of the 
lesions (over 70 per cent) were classified 
as cervicitis and erosion; polypi and nabo- 
thian cyst formation ran second. Squamous 
carcinoma were diagnosed histologically 
in 4 cases, in only 1 of which it had been 
suspected clinically. Need we say more 
regarding the importance of biopsy? 

Therapy, in this group of cases of cervi- 
cal disease (Table 7) consisted of office 
coagulation in 378 patients who received 
a total of 985 treatments; cervical resec- 
tion in 39 cases, in 27 of which the endo- 
therm loop was used, 12 being done by 
sharp dissection; trachelorrhaphy in 4, 
amputation in 19, abdominal hysterectomy 
in 44 and vaginal hysterectomy in 7. When 
the uterus was removed, it was done be- 
cause of disease of the reproductive tract 


TABLE 6.—Histologic Diagnosis of 
Cervical Disease 
(14.7%) 


(70.5%) 
(11.7%) 
( 2.0%) 
( 1.2%) 


Nabothian cysts 
Epidermidatization 
Carcinoma 


TABLE 7.—Treatment of Cervical Disease 
38 


(70 %)* 


Office coagulation 
7.2 %) 


Cervical resection 39** ( 

Trachelorrhaphy 4 (0. 
Cervical amputation ( 3. 
Abdominal hysterectomy ( 8. 
Vaginal hysterectomy - 
*These patients received a total of 985 treat- 


ments, 
**27 by cutting current, 12 by scalpel. 


TABLE 8.—Results Obtained Combining All 
Methods of Management 
828 (61.2%) 
97 (18.1%) 
111 (20.7%) 
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concurrent with the cervical lesion. 

The results of the various methods of 
nanagement are shown in Table 8. We 
coneede that the rate of cure is not high, 
sit the majority of the results listed as 
‘ nsatisfactory” occurred in patients who 
resented themselves on only one occasion 
vid then disappeared or did not accept 
y-commended treatment. 

Speaking in general terms, the diagnos- 
t:* measures we employ consist, in addi- 
mn to the taking of a careful history and 
au equate visualization of the cervix, of 

.panicolaou smears and biopsy. It has 
. en our custom to take routine cytologic 
s:nears from all new patients; a smear is 
2'so collected when any lesion of the cer- 
vix is visualized, be it ever so innocuous 
iii appearance. It has been comforting to 
have this procedure to rely upon, but we 
ave cognizant of its limitations and use it 
only as supportive evidence in our final 
diagnosis. 

The type of biopsy employed varies 
somewhat; for the young nullipara with 
limited disease, spot biopsy in the office 
with the endotherm loop is adequate. If 
rather widespread disease is present, sev- 
eral biopsy sites may be selected. During 
pregnancy the same biopsy procedures 
may be employed. We have never encoun- 
tered an abortion that could have been 
directly attributed to removal of a biopsy 
specimen from the cervix during preg- 
nancy. The histologic interpretation of 
these specimens, however, may be some- 
what difficult. During the puerperium the 
same general principles of diagnosis still 
apply. One may be more radical in re- 
moving tissue for histologic examination 
if necessary. During the childbearing peri- 
od, if moderately extensive cervical dis- 
ease is present, it is our opinion that the 
patient should be admitted to the hospital 
and a circular biopsy procedure performed 
with the scalpel (as advocated by Scheffey 
and his group). This removes the complete 
squamocolumnar junction for serial sec- 
tion. A spot biopsy specimen may be taken 
in the office as a preliminary procedure. 
Not only is adequate tissue made available 
by employing the circular biopsy technic, 


~ 


~-> 
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but this procedure is a step toward re- 
moving the diseased area. After the re- 
productive years have been passed, the 
circular biopsy is still performed. If neces- 
sary, the entire cervix may be removed 
for histologic study. 

Frequently the diagnostic measures em- 
ployed after the menopause are sufficiently 
extensive to constitute treatment. 

From time to time the question has been 
raised whether an endotherm biopsy speci- 
men of the cervix is suitable material for 
histologic study. We can only say that 
both Dr. Lawrence Smith, formerly pro- 
fessor of pathology at the Temple Univer- 
sity School of Medicine, and Dr. Peter 
Herbut, professor of pathology at the 
Jefferson Medical College, who have done 
the private biopsy work for us, have stated 
that the material we have submitted is 
eminently satisfactory and is not cooked 
or distorted. 

For desirable results with endotherm 
biopsy one must have a good cutting cur- 
rent and take a fairly liberal wedge of 
tissue with the round loop. Material ob- 
tained from the thin cuttings of a Hyam’s 
conization tip are usually so desiccated 
and distorted as to interfere with histo- 
logic definition and make interpretation 
difficult. 

We have fallen into the habit of em- 
ploying endotherm spot biopsy in the office 
because it is easy to detach material from 
one or more sites in the cervix. The bed 
from which the tissue is removed bleeds 
only slightly and is readily controlled by 
coagulation. Even under these circum- 
stances office biopsy should be done after 
a menstrual period rather than just before 
one, in order to avoid troublesome sec- 
ondary bleeding. 

Treatment.—The treatment of chronic 
cervicitis depends upon the age at which 
it is detected, the extent of the disease, 
and the presence or absence of other pelvic 
lesions or pregnancy. 

In the young nulligravida the occurrence 
of cylindric cell epithelium grown down 
beyond the external os and extended on 
the portio of the cervix gives the appear- 
ance of an erosion, and in some cases 
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annoying leukorrhea is present. Of itself 
this lesion does no harm to the patient, 
but a differential diagnosis must be es- 
tablished by ~Papanicolaou smear and by 
biopsy, and in quite a few cases office co- 
agulation is advisable. In such instances 
it is not necessary to destroy all of the 
visible red columnar cell epithelium. A 
small tuft of this tissue left at the external 
os may be of some importance in further- 
ing fertility. Once this tissue is destroyed 
and replaced by squamous epithelium, the 
epithelization of the cervix is generally 
well maintained unless it is disturbed in 
the future by pregnancy. 

When chronic cervicitis and/or erosion 
is detected during pregnancy, it is our 
custom to take a Papanicolaou smear im- 
mediately. If there are parts of the eroded 
area that suggest malignant change or 
bleed readily on touch, an endotherm bi- 
opsy specimen is collected; or if spotting 
occurs from an eroded cervix during preg- 
nancy, further studies of the same nature 
are repeated. Polypi may be subjected to 
biopsy in the same fashion. If the polypus 
extend high into the cervix during preg- 
nancy, it is better to leave it alone than 
to disturb the local parts unduly. 

If the Papanicolaou smear and the bi- 
opsy are reported as giving negative re- 
sults for carcinoma, no further effort is 
made to treat the local lesion until the 
pregnancy is over, and then appropriate 
measures are taken to clear it up. If the 
cytologic and tissue reports indicate the 
presence of cancer, then of course an ap- 
propriate campaign of management is ar- 
ranged. Although the Papanicolaou smear 
is difficult to interpret during pregnancy, 
we consider it highly important to take 
this test. At present a Papanicolaou smear 
is taken from all patients who register in 
the obstetric outpatient department of the 
Jefferson Hospital, and practically all of 
our private and semiprivate patients are 
managed in the same fashion. 

Postpartum examination of the cervix 
is made approximately six to eight weeks 
after delivery. If the cervix is observed 
to be eroded at this time, a new or repeat 
Papanicolaou smear is taken. The patient 
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is requested to return in four weeks (ten 
weeks after delivery) for therapy. Many 
small erosions and fissures of the cervix 
that appear disturbing or significant at 
the first postpartum visit will heal spon- 
taneously by the time the patient returns 
ten weeks after delivery. Coagulation is 
then performed and is repeated every eight 
weeks until the cervix is smoothly epi- 
thelialized. 

It is important to emphasize that a suf- 
ficient period should be given for the natu- 
ral processes of healing to complete them- 
selves after delivery and for involution of 
the genitalia to take place before perform- 
ing coagulation. Then, when coagulation 
is performed, a sufficient time must lapse 
between treatments to permit interval 
healing. 

It is an interesting observation that once 
the cervix has been appropriately cared 
for after the first delivery it is rather 
unusual for erosion to occur in subsequent 
pregnancies or deliveries unless there has 
been unusual trauma. However, after each 
delivery the patient is submitted to the 
same careful analysis of her pelvic condi- 
tion, and further Papanicolaou smears, bi- 
opsies and coagulations are performed as 
indicated. — 

The treatment during the childbearing 
period is essentially conservative. Only 
occasionally, when there has been exten- 
sive laceration at a previous childbirth, is 
operation performed, and then the pro- 
cedure is generally confined to a unilateral 
trachelorrhaphy. This has been necessary 
in some cases of habitual abortion that 
appears to result from poor cervical sup- 
port. 

The ultimate result of this type of man- 
agement is pretty satisfactory in many 
cases. In some patients, however, the heal- 
ing of eroded areas results in the sealing 
of cervical glands and the formation of 
multiple nabothian cysts and a hypertro- 
phied, boggy, unhealthy organ. It is this 
type of unsatisfactory healed cervix that 
becomes the object of some concern and 
requires additional treatment when the 
patient has completed her childbearing 
activities. 
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One of the most important phases of 
the management of chronic cervicitis, 
therefore, is that which centers about the 
‘atter part of the third decade and in the 
fourth decade of life in the parous patient. 

As a patient leaves the active childbear- 
ing period and approaches that time in 
ife when cervical cancer becomes more 
‘ommon, it is essential to take a somewhat 
nore radical point of view toward the 
nanagement of cervical disease. Conser- 
vatism is no longer indicated; eradication 
of diseased tissues is called for. Ablation 
f the diseased cervix can be accomplished 
yy amputation, by vaginal hysterectomy 
x by complete abdominal hysterectomy. 
Che latter two operations do away with 
childbearing function completely; ampu- 
tation of the cervix makes vaginal delivery 
rather difficult or dangerous and would 
necessitate cesarean section if the patient 
again became pregnant. Such procedures, 
therefore, should be postponed when pos- 
sible until the wife and husband are con- 
vinced that they desire no further children. 


If the cervical disease is unassociated 


with any menstrual disturbance or lesion 
of the uterus or ovaries, simple amputa- 
tion of the cervix can be performed to 
such an extent as to include all diseased 


tissues. The cervix so removed must be 
subjected to a searching histologic analy- 
sis of all its quadrants to insure that early 
carcinoma is not present. Cervical ampu- 
tation is no cure for invasive cancer. 

If the cervical disease is associated with 
subinvolution of the uterus or with myo- 
mas and menorrhagia, the better procedure 
is to perform hysterectomy by either the 
vaginal or the abdominal route, preserving 
the ovaries. 

If the uterus is yielding and mobile, and 
if some plastic repair is needed in the an- 
terior or posterior vaginal walls, vaginal 
hysterectomy and repair are ideally suited 
to the situation and the results are most 
satisfactory. 

If the uterus contains fibroids of some 
size and if the organ is not readily ac- 
cessible to vaginal removal, we prefer to 
perform complete abdominal hysterectomy 
rather than wrestle with a difficult situa- 
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tion from below, even though plastic re- 
pair is necessary after the abdominal work 
is completed. 

Again these tissues should be subjected 
to a careful histologic study, as previously 
described. 

Every effort, of course, should be made 
to rule out the possibility of carcinoma 
of the portio, the endocervix and the en- 
dometrium before either a simple vaginal 
hysterectomy or a complete abdominal 
hysterectomy is undertaken. It is our prac- 
tice to perform preliminary Papanicolaou 
smears, spot biopsy of any suspicious areas 
of the cervix, and preliminary diagnostic 
dilation and curettement of the endocervix 
and endometrium on the table as a first 
step in operation, for, as must be stated 
again, complete hysterectomy is not a sat- 
isfactory operation for invasive carcino- 
ma. Parenthetically it may be well to add 
that we do not remove either one or both 
of the ovaries in such a situation. We are 
of the opinion that ovarian function is 
important to the patient far beyond the 
cessation of menstruation, and that there 
is no more reason—in fact, there is less 
reason—to remove one ovary with the 
idea of preventing ovarian carcinoma than 
there would be to remove one breast to 
prevent the occurrence of mammary car- 
cinoma. 

Patients who have undergone either va- 
ginal or abdominal hysterectomy and re- 
pair in the fourth decade of life have 
generally very satisfactory results. They 
are freed of troublesome menorrhagia, 
they have normal hormonal support from 
the ovary, and they have no dread of fur- 
ther pregnancy (although it must be re- 
affirmed that the operation is not done for 
the last-mentioned reason). The gynecolo- 
gist also has a sense of relief; a satisfac- 
tory reconstructive procedure has been 
done, a diseased cervix has been removed 
that might well have become the site of 
carcinoma later, and he has a patient who 
is quite likely to progress through the re- 
mainder of her natural life with little or 
no genital disturbance. 

The last phase of the woman’s life in 
which cervical disease may be encountered 
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is that which centers around the meno- 
pause and old age. Lesions of the cervix 
occurring in this period have a special 
significance, for ordinarily the cervix, like 
the body of the uterus, undergoes involu- 
tion and general shrinkage on the with- 
drawal of ovarian hormones; hypertrophy 
and inflammatory lesions of the cervix, 
therefore, should be much less in evidence. 
Any active-appearing disease of the cervix 
observed at this period of life should im- 
mediately arouse suspicion of carcinoma 
or other neoplasm. Adequate biopsy is 
imperative, and this is best done as a hos- 
pital procedure including diagnostic dila- 
tion and curettement. If the lesion can 
be proved benign, the diseased tissue can 
be eradicated either by amputation or by 
vaginal hysterectomy. Rarely is it neces- 
sary to perform abdominal hysterectomy 
on a woman in the postmenopausal period 
unless there is ovarian disease. 


SUMMARY 


In summation of these observations, we 
should like to emphasize the following 
points: 

1. Chronic cervicitis is a common lesion, 
probably one of the most common en- 
countered by the gynecologist. Though it 
is most intimately related to the child- 
bearing period of life, a considerable per- 
centage of cervical disturbances occur in 
the nulligravida, and disturbances that 
present themselves after the menopause 
have particular significance. 

2. The symptoms of chronic cervicitis 
are variable and are often dependent on 
concurrent and related lesions of the uter- 
us or other pelvic organs. 

3. Diagnosis is made by clinical observa- 
tion, and differentiation from carcinoma 
depends upon Papanicolaou smear and bi- 
opsy. The various types of cervical biop- 
sies are described. 

4. The treatment of chronic cervicitis 
depends on the extent of the lesion, the 
period of life in which it is discovered 
and the presence or absence of associated 
pelvic conditions, including pregnancy. 

5. Careful diagnostic measures must be 
used at all times, but the analysis must 
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become particularly searching as the pa- 
tient approaches the “cancer period” of 
life. 

6. In the early decades and during the 
active childbearing period, therapy is es- 
sentially conservative. When childbearing 
has been completed, residual cervical dis- 
ease must be eradicated. 

7. The beneficial results of vaginal hys- 
terectomy and abdominal hysterectomy 
with plastic repair, when indicated, are 
described. 

8. Active lesions of the cervix that are 
present when involution should have taken 
place (that is, after the menopause) must 
be looked upon with particular suspicion. 


RIASSUNTO 


A commento delle surriferite osservazio- 
ni desideriamo mettere in rilievo i seguenti 
punti: 

1. La cervicite cronica é una lesione 
comune, probabilmente una delle pit comu- 
ni che si presentino al ginecologo. Benché 
essa sia intimamente collegata alla gravi- 
danza, una considerevole percentuale di 
disturbi cervicali pud verificarsi nelle nul- 
ligravide e i disturbi che si presentino 
dopo la menopausa hanno un significato 
particolare. 

2. I sintomi della cervicite cronica sono 
varii e spesso dipendono da lesioni con- 
comitanti dell’utero e degli altri organi 
pelvici. 

3. La diagnosi é basata sull’osservazione 
clinica; la diagnosi differenziale dal car- 
cinoma é possibile col metodo di Papanico- 
lau e con la biopsia. Vengono descritti i 
vari tipi di biopsie cervicali. 

4. La cura della cronica varia a seconda 
della estensione della lesione, del periodo 
di vita in cui si verifica e dalla presenza 
0 assenza di condizioni pelviche associate, 
inclusa la gravidanza. 

5. Occorre essere molto accurati nella 
diagnosi in ogni tempo, ma in particolar 
modo nella cosiddetta “eta del cancro.” 

6. Nelle prime decadi e durante la gravi- 
danza la terapia é essenzialmente conser- 
vativa. A gravidanza compiuta occorre 
curare radicalmente la residua malattia 
cervicale. 
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7. Sono descritti i vantaggiosi risultati 
della isterectomia vaginale e della isterec- 
tomia addominale, qualora sia indicata. 

8. Bisogna considerare con particolare 
sospetto lesioni attive del collo dell’utero 
in un periodo in cui dovrebbero invece 
aversi i processi involutivi (cioé dopo la 
menopausa). 


RESUME 


La cervicite chronique est la lésion la 
plus fréquente en gynécologie. Los symp- 
tomes en sont trés variés. 

Le diagnostic se fait par l’examen cli- 
nique; le diagnostic différentiel d’avec le 
cancer par la biopsie. Les patientes de- 
mandent un examen périodique attentif 
surtout a la période dite cancéreuse. Du- 
rant la vie génitale de la femme, le traite- 
ment doit étre conservateur; aprés cette 
période, la chirurgie est recommandable. 
Aprés la ménopause, la cervicite doit étre 
examinée et traitée avec circonspection. 


ZUSAM MENFASSUNG 


1. Der chronische Zervikalkatarrh stellt 
wohl die haufigste vom Gynikologen beo- 
bachtete Erkrankung dar. Wenn die 
Krankheit auch in enger Beziehung zum 
Gebaralter der Frau steht, so tritt sie doch 
in einem betrichtlichen Prozentsatz bei 
Nichtgebaérenden auf und gewinnt beson- 
dere Bedeutung, wenn sie sich nach der 
Menopause einstellt. 

2. Die Symptome des chronischen Zervi- 
kalkatarrhs sind verschiedenartig und 
hangen oft von gleichzeitig bestehenden 
und verwandten Erkrankungen des Uter- 
us oder anderer Beckenorgane ab. 

3. Die Diagnose beruht auf klinischer 
Beobachtung, die Unterscheidung vom 
Krebs haingt vom Papanicolaou-Abstrich 
und von der Probeexzision ab. Die ver- 
schiedenen Formen der zervikalen Probe- 
exzision werden beschrieben. 

4. Die Behandlung des chronischen zer- 
vikalkatarrhs richtet sich nach der Aus- 
dehnung der Erkrankung, nach dem Le- 
bensalter, in dem sie entdeckt wurde, und 
nach dem Bestehen oder Fehlen gleich- 
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zeitiger anderer abnormaler zustande des 
Beckens einschliesslich der Schwanger- 
schaft. 

5. Sorgfaltiges diagnostisches Vorgchen 
ist immer unerlasslich; ganz besondere 
Umsicht aber ist angezeigt, wenn die 
Kranke sich dem “Krebsalter” nahert. 

6. In den friihen Jahrzehnten des Lebens 
und im gebarfahigen Alter ist die Behand- 
lung im wesentlichen konservativ. Ist die 
Grenze derGebarfaihigkeit iiberschritten, 
muss eine Erkrankung des Gebarmutter- 
halses ausgerottet werden. 

7. Die giinstigen Ergebnisse der vagina- 
len und, wenn angezeigt, der abdominellen 
Hysterektomie mit Plastik werden be- 
schrieben. 

8. Aktive Erkrankungen des Gebarmut- 
terhalses, die sich zu einer neit, wo man 
eine Involution erwarten, sollte (d. h. nach 
der Menopause), zeigen, miissen als ganz 
besonders vardachtig gelten. 


RESUMEN 


1. La cervicitis crénica es una lesion 
frecuente, probablemente una de las mas 
frecuentes encontrada por el ginecodlogo. 
Aun cuando esta mayormente relacionada 
al periodo de maternidad de la vida, un 
gran pocentaje de perturbaciones cervi- 
cales se presentan en la nulipara y las que 
se presentan después de la menopausia 
tienen significacion particular. 

2. Los sintomas de la cervicitis crénica 
son variables y a menudo dependientes de 
lesiones asociadas y relacionadas al utero 
u otros 6rganos pélvicos. 

3. E] diagnostico se hace por la observa- 
cién clinica y la diferenciaci6n de carcino- 
ma depende del frotis de Papanicolaou y 
biopsia. Se describen los diversos tipos de 
biopsia. 

4. El tratamiento de la cervicitis cronica 
depende de la extensién de la lesién, el 
periodo de la vida en que se descubre y 
la presencia 6 ausencia de padecimientos 
pélvicos asociados, incluyendo embarazo. 

5. En todos los casos deben ser usadas 
medidas diagnosticas cuidadosas, pero el 
analisis debe hacerse particularmente 
notable cuando el paciente se acerca al 
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“ periodo canceroso” de la vida. 

6. En las primeras decadas y durante el 
periodo de maternidad activo, la terapet- 
tica es esencialmente conservadora. Cuan- 
do la maternidad ha sido completada debe 
de erradicarse la enfermedad cervical 
residual. 

7. Se describen los resultados benéficos 
de la histerectomia vaginal y abdominal 
con plastia cuando estan indicadas. 

8. Las lesiones activas del cervix que se 
presentan cuando la involucién debe haber 
tomado lugar (esto es despues de la meno- 
pausia) deben ser vistas con particular 
sospecha. 


SUMARIO 


Concluindo um estudo sébre suas obser- 
vacoes, concluem os autores o seu trabalho 
pedindo que fosse dada uma atencao toda 
especial aos seguintes pontos: 

1. A cervicite crénica é uma lesao co- 
mum, provavelmente uma das mais fre- 
quentemente observadas pelos ginecologis- 


tas; 





ciated. 
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2. Os sintémas de cercite crénica 
variam, dependendo muitas vezes de lesdes 
outras do utero e orgaos pelvicos; 

3. O diagnostico é feito pelo exame 
clinico, sendo o diagnostico diferencial 
com o carcinoma feito na dependencia da 
biopsia ; 

4. O tratamento depende da extensao da 
lesAo, do periodo de vida no qual foi ela 
identificada, e da presenca ou ausencia de 
outras lesdes pelvicas, inclusive a gravi- 
dez; 

5. Um cuidadoso diagnostico deve sér 
feito, sempre, especialmente se a lesao é 
identificada mo “periodo canceroso” da 
vida das doentes; 

6. A terapeutica no periodo da moci- 
dade deve sér sempre conservadora ; 

7. Sao descritos os resultados benéficos 
da histerectomia vaginal e bem assim da 
histerectomia abdominal com plastica va- 
ginal, nos casos em que sao indicadas tais 
técnicas ; 

8. As les6os ativas do colo uterino apre- 
sentadas apds a menopausa, devem sér 
encaradas sempre como suspeitas. 
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| One-Stage Operation for 


Gastrojejunocolic Fistula 


H. BERMAN, M.D., A.1.C.S., AND F. S. MAINELLA, M.D. 
BROOKLYN, NEW YORK 


ic fistula rarely follows a gastric op- 

eration. It will become much less 
frequent as time goes on, owing to better 
selection of surgical procedures for duo- 
denal ulcers. It is associated with marginal 
ulcers which follow operation for duodenal 
ulcers, most commonly gastroenterostomy. 
Occasionally, it results from an incomplete 
gastrectomy. Thus, the primary causes 
seem to be persistence of a high level of 
acidity and increased formation of gastric 
juice. 

Incidence.—The percentage of gastro- 
jejunocolic fistulas occurring in cases of 
marginal ulcer varies with different clin- 
ics. Klingenstein! reported 8 instances in 
a series of 44 cases of stomal ulcer; Ran- 
som? reported 8 in a series of 47 cases, 
and at the Mayo and Lahey Clinics* the 
percentage is slightly less—about 10, The 
condition occurs in a wide age range. It 
is infrequent in the very young and the 
very old. It is most common in the span 
of life in which hyperacidity is greatest. 

Sex: This condition occurs most com- 
monly in the male and is rare in the fe- 
male. Judd,‘ of the Mayo Clinic, reported 
1 female patient in 52 cases. Since oper- 
ation for duodenal ulcer is uncommon 
among female patients, this complication 
does not occur. It is a man-made disease 
following gastroenterostomy for duodenal 
uleer or, rarely, gastrectomy. It usually 
occurs as a result of posterior anastomosis, 
' although occasionally it will result from 
the antecolic operation. The time of its 
occurrence after the operation varies. In 
our first case it occurred twenty years 
after a posterior gastroenterostomy. In 
our second it occurred seven years after 


Tic ssi fortunately, gastrojejunocol- 
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gastrectomy with anterior gastrojejunos- 
tomy. 

Symptoms. — Diarrhea is a common 
complaint and is due to the pouring of 
fecal contents into the jejunum, causing 
irritability and hypermotility of the bowel. 
With this goes loss of weight, nausea, 
weakness and dehydration. Vomiting is the 
next most common complaint, and it is 
usually fecal. The breath is foul. Pain is 
located in the epigastrium and radiates to 
the back. It may or may not be a promi- 
nent feature. In cases of prolonged in- 
volvement there is anemia with hypopro- 
teinemia, There is lack of absorption of 
Vitamin K, with a resulting tendency to 
increased bleeding, and there is a deficien- 
cy in all other vitamins. 

Diagnosis. — Roentgen Examination: 
Roentgen study will most often make the 
diagnosis. A barium enema will fill the 
stomach promptly and also the small in- 
testines. Barium by mouth will fill the 
colon immediately. In both of our cases 
roentgen examination gave positive re- 
sults. 

Physical Examination: Physical exami- 
nation reveals the scar of an old operation 
and may reveal some tenderness in the 
epigastrium. Generally the patient is 
chronically ill and shows signs of dehydra- 
tion and loss of weight. The eyes are 
sunken, and the skin is dry and loose. 

Differential Diagnosis : Gastrojejunocol- 
ic fistula must be differentiated from the 
diarrheal diseases, such as sprue, dysen- 
tery, etc. Carcinoma of the transverse 
colon is often mistaken for this condition. 
The previous history and the results of 
roentgen study, together with gastric anal- 
ysis, will help to make the diagnosis. 


Prophylaxis — The proper selection of 
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patients for operation in cases of duodenal 
ulcer is important. Duodenal ulcers should 
be treated medically, particularly in young 
people, unless definite complications occur 
(perforation, obstruction, hemorrhage and 
intractable pain caused by an ulcer per- 
forating into the pancreas posteriorly). 
When surgical intervention is undertaken, 
gastroenterostomy alone should not be per- 
formed. Instead, a high resection includ- 
ing four-fifths of the stomach should be 
done. The ulcer should be excised when- 
ever possible. 

The antrum should always be resected, 
since it produces gastrin, a hormone that 
stimulates the acid-secreting cells in the 
stomach, The jejunal loop should be as 
short as possible without producing ob- 
struction. Posterior anastomosis, there- 
fore, is a better procedure. The longer the 
proximal jejunal loop, the more frequent 
the formation of marginal ulcers. Finally, 
the gastrojejunal anastomosis should be 
placed high up, as far as possible from 
the transverse colon. 

Treatment. — Preoperative preparation 
includes colonic irrigation for several days. 
Dehydration must be corrected, vitamin 
deficiency and anemia treated. Protein loss 
must be corrected by amino acids, and 
chlorides must be replaced. Gastric lavage 
should be performed for several days prior 
to operation to rid the stomach of contami- 
nation and its foul contents. Streptomycin 
(by mouth) and sulfathaladine are admin- 
istered for several days before the opera- 
tion. 

Operative Procedure.—A midline inci- 
sion extending from the umbilicus to the 
xiphoid process is usually ample. In a 
stout, heavy-set patient a bilateral sub- 
costal incision gives good exposure. A one- 
stage procedure can usually be done, par- 
ticularly if the patient has been adequately 
prepared. At present, with antibiotics 
available, peritonitis, a dreaded complica- 
tion in the past, can be avoided. Better 
anesthesia is also available today, and 
physiologic losses can be readily replaced 
on the operating table. The adhesions are 
liberated and the lesion is located. With 
good preparation, the colon should be clean. 
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When there is doubt, the contents of the 
bowel should be milked away and a string 
placed through the mesenteric borders be- 
tween the vessels and tied around the colon 
on each side of the fistula, All the struc- 
tures are dismantled at their fistulous 
openings, and the colon, the stomach and 
the jejunum are separated. The middle 
colic vessels should be carefully preserved. 
The colon is treated first. The tract is 
meticulously walled off, the scar tissue ex- 
cised and the bowel closed transversely in 
three layers. It is very rarely necessary 
to resect the colon, since in an anterior 
anastomosis a small portion of the anterior 
posterior part is involved and in a posteri- 
or anastomosis a small area of the superior 
posterior part is involved. Next, the ulcer- 
ated area of the jejunum is cut away and 
an end-to-end jejunojejunostomy per- 
formed. Finally a subtotal gastrectomy of 
the Hofmeister type is performed, with an 
anterior anastomosis. The abdomen is 


closed with a cigarette drain. 


REPORT OF CASES 


CASE 1.—J. N., a white man aged 46, was 
admitted to Unity Hospital on June 16, 1951, 
complaining of diarrhea, abdominal pains, an- 
orexia and loss of weight. He had been oper- 
ated on twenty years earlier for duodenal 
ulcer, at which time a posterior gastrojujenos- 
tomy had been done. He stated that he had 
felt well until about one month prior to ad- 
mission, when he began to have abdominal 
cramps, diarrhea and anorexia. The bowels 
moved six or seven times daily, and all symp- 
toms were worse after eating. Close question- 
ing elicited a history of distress after meals, 
at intervals, for the past three or four years. 
Gradual loss of weight and increasing weak- 
ness had been noted during the past month. 

Examination showed the patient to be ema- 
ciated and markedly dehydrated. The abdomen 
was scaphoid, with marked tenderness in the 
epigastrium. No masses were palpable. A gas- 
trointestinal series revealed a duodenal ulcer, 
an old gastroenterostomy and a suggestive 
communication between the jejunum and the 
colon. A barium enema was done and showed 
immediate passing of the barium from the 
colon into the jejunum. A diagnosis of gas- 
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trojejunocolic fistula was made, and operation 
was performed on January 21. 

At operation, a large anastomotic ulcer was 
observed at the site of the old posterior gas- 
trojujenostomy, and a fistulous tract extended 
from the ulcerated area to the transverse 
colon. The ulcer in the first portion of the 
duodenum was still present. 

The transverse colon was separated from 
the jejunum and stomach and, after excision 
of the scar tissue from its walls, the colon was 
closed transversely with three layers of su- 
tures. The old gastrojujenostomy was broken 
down. Scar tissue in the jejunum was excised, 
and an end-to-end jejunojejunostomy was done. 
A subtotal gastrectomy with an anterior gas- 
trojejunostomy of the Hofmeister type was 
then performed. 

The patient had an uneventful course and 
was discharged on the ninth postoperative day. 

CASE 2.—M. R., a white man aged 55, was 
admitted to Unity Hospital on Jan. 29, 1952, 
complaining of severe abdominal pains, diar- 
rhea and marked loss of weight. He had been 
operated on in February 1947 for duodenal 
ulcer. At that time a subtotal gastrectomy 
and posterior gastrojujenostomy had _ been 
done. After this operation pneumonia and a 
right subdiaphragmatic abscess had developed. 
The abscess was drained. Six months later 
an incisional hernia developed. In March 1948 
he began to have recurrent gastric hemor- 
rhage and epigastric pains suggestive of mar- 
ginal ulcer. He was treated conservatively 
until September 1949, at which time, because 
of intractable pain, he was reoperated on. At 
this operation a marginal ulcer was observed 
at the posterior gastrojejunal anastomosis. 
The ulcer was attached to the transverse colon, 
but no communication existed between the 
colon and the jejunum. The involved jejunum 
was resected and an end-to-end jejunojejunos- 
tomy done. Further gastric resection was per- 
formed, followed by anterior gastrojujenos- 
tomy, utilization of a jejunal loop distal to the 
jejunojejunostomy. 

The patient remained relatively symptom- 
free until November 1950, at which time he 
began to have bouts of diarrhea and abdominal 
cramps. He failed to improve on medical treat- 
ment, and in January 1952 he was admitted 
to another hospital. Here he was studied 
roentgenographically and a diagnosis of car- 
cinoma of the transverse colon was made. Op- 
eration was advised. This the patient refused, 
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leaving the hospital. He was admitted to Unity 
Hospital on Jan. 29, 1952. A gastrointestinal 
series and a barium enema were done, which 
showed a communication between the trans- 
verse colon and the jejunum. 

Operation was performed on February 2. 
An anastomotic ulcer was observed at the site 
of the old anterior gastrojujenostomy, with a 
fistulous tract between the ulcer and the trans- 
verse colon. The colon was dissected free of 
the stomach and jejunum. The scar tissue in 
the colon was excised, and the colon was closed 
transversely with three layers of sutures. The 
gastrojejunostomy was disconnected and the 
ulcerated and fibrous tissue removed. An end- 
to-end anastomosis of the jejunum was done. 
The gastric stoma was partially closed, and 
the remainder was anastomosed to a loop of 
jejunum distal to the jejunojejunostomy 
brought up in front of the colon. The post- 
operative course was fairly smooth, and the 
patient was discharged on the tenth postoper- 
ative day. Up to the time of writing, he has 
remained well and symptom-free. 


SUMMARY AND CONCLUSIONS 


The cause and pathogenesis of gastro- 
jejunocolic fistula are reviewed. This con- 
dition is a man-made disease, and it is 
hoped that, with better surgical technic 
and better selection of cases for operation 
this complication will become a rarity. 
Further, as is shown by the 2 cases here 
reported, a one-stage operation is a feas- 
ible procedure provided that one has pre- 
pared the patient properly. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es wird ein Ueberblick iiber die Ursache 
und Krankheitsentstehung der gastroje- 
junokolischen Fistel gegeben. Es handelt 
sich um einen von Menschenhand geschaf- 
fenen Krankheitszustand, und man darf 
hoffen, dass mit besserer chirurgischer 
Technik und mit besserer Auswahl der 
Kranken fiir die Operation diese Kompli- 
kation eine Seltenheit wird. Ferner wird 
an Hand zweier Krankheitsberichte darge- 
legt, dass eine einzeitige Operation ausge- 
fiihrt werden kann vorausgesetzt, dass der 
Kranke gut vorbereitet worden ist. 
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RIASSUNTO E CONCLUSIONI 


Vengono passate in rassegna le cause e 
la patogenesi della fistola gastrodigiuno- 
colica. Questa affezione é dovuta all’opera 
del chirurgo e c’é da sperare che con una 
migliorata tecnica operatoria e una migli- 
or selezione dei casi tale complicazione 
diventi una rarita. Inoltre, come é di- 
mostrato nelle 2 osservazioni qui riportate, 
l’operazione in un sol tempo é fattibile 
purché il paziente sia stato opportunamen- 
te preparato. 


RESUME 


Les auteurs repassent |’étiologie et la 
pathogénie des fistules gastro-jéjunocoli- 
ques. C’est une lésion attribuable a un acte 
chirurgical, lésion qui devrait disparaitre 
grace a une meilleure technique. 2 cas 
illustrent ces données. 


RESUMEN Y CONCLUSIONES 


Se revisa la causa y patogenia de la 
fistula gastroyeyunocélica. Este padeci- 
miento es causado por el hombre y es de 
esperarse que con mejor técnica quirtr- 
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gica y mejor seleccién de los casos para 
operacion, dicha complicacion se convertira 
en una rareza. Ademas, como demuestran 
los 2 casos aqui comunicados, una opera- 
cién en un solo tiempo es un procedimiento 
factible previniendo que se ha preparado 
al paciente adecuadamente. _ 


SUMARIO E CONCLUSOES | 


Néste trabalho sao revistas a etiologia 
e a patogénia das fistulas gastro-jejuno- 
colicas. Dizem os autores que tais compli- 
cacoes tendem a desaparecer com uma 
melhoria técnica dos cirurgides e com uma 
melhor selecéo dos sérem operados. Dois 
casos sao apresentados e discutidos. 
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Edttorial 


Epistaxis 


condition in medicine is looked upon so 

lightly as is nosebleed, or its treatment 
o neglected. Yet there is no incident that 
an cause more confusion or even panic in 
. household than the patient with severe 
iasal hemorrhage. 

In most cases epistaxis begins and 
ceases spontaneously, especially in chil- 
lren. With children, if the bleeding per- 
sists, the parents are instructed to place 
a piece of cotton against the partition of 
the bleeding side and squeeze the nostrils 
against the septum for five minutes. In 
most instances this procedure takes care 
of the bleeding. 

Nose bleeding occurs quite often during 
puberty. Except when traumatic, it is in- 
frequent from puberty to the age of 45. 
From then on it is encountered more 
often, and at 60 the tempo of frequency 
is accelerated, more men than women 
being affected. 

As has been stated, in most cases the 
bleeding stops spontaneously ; but if bleed- 
ing should persist, a serious loss of blood 
or even death may ensue. 

In more than 90% of all cases, epistaxis 
comes from Little’s area, which is situated 
on the septum about % inch (1.2 cm.) 
behind its anterior border and 14 inch (0.9 
cm.) above the floor of the nose. In this 
area three arteries—the sphenopalatine, 
the anterior ethmoidal and a septal branch 
of the coronary—and their accompanying 
veins anastamose. The mucous membrane 
here is quite thin, as it is just above the 
juncture of the skin of the upper lip and 


(* is the nature of a paradox that no 
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the mucous membrane of the nose. Because 
the vessels are superficial, their walls tend 
to rupture more easily than on other parts 
of the septum. In addition, the underlying 
tissue of the septum in which they are 
embedded is such that the vessels do not 
contract or retract as would be the case 
elsewhere in the body. 

I first used the term Little’s area in an 
article that appeared in the Laryngoscope 
almost a quarter of a century ago.' Re- 
cently, in an article in The Archives of 
Otolaryngology, I made a plea to substitute 
the term “Little’s area” for the traditional 
“locus Kiesselbach” used in this country, 
since Little had described the site of most 
frequent epistaxis more than a year in 
advance of Kiesselbach.* Little’s article 
on nosebleed is the best ever written on 
the subject. It is a model of brevity, clarity 
and keenness of observation.* 

Shortly after my article appeared in the 
Archives, Dr. F. C. Ormerod, Professor 
of Laryngology and Otology at the Uni- 
versity of London, wrote me that Dr. Dan 
McKenzie had made a similar plea in 1914. 
This made it clear why Little has been so 
highly accredited among the British and 
that McKenzie’s plea for Little’s priority 
had not fallen on deaf ears.* 


There are two other sources of septal 
hemorrhage. One is the area opposite the 
middle turbinate, mainly supplied by the 
sphenopalatine artery, and the other is an 
area high on the septum, mainly supplied 
by the anterior ethmoidal artery. Bleed- 
ing from these areas is infrequent com- 
pared to that from Little’s area, but it 
can be serious and even alarming, espe- 
cially after trauma. 

I have never found it necessary to 
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resort to arterial ligation, but there are 
reports of a few cases in which this oper- 
ation was performed to save life. The 
external carotid artery has been ligated to 
control bleeding that seemed to come from 
the septum below or at a level with the 
middle turbinate. In other cases, when the 
epistaxis appeared to come from the su- 
perior area of the septum above the middle 
turbinate, it was found necessary to ligate 
the anterior ethmoidal artery. 

Hallberg has recommended arterial liga- 
tion when the bleeding persists and recurs 
with marked severity, the hemoglobin level 
and the number of erythrocytes dropping 
steadily in spite of repeated nasal packing 
and transfusions.® 

Weddell, Macbeth, Sharp and Calvert 
ligated the anterior ethmoidal arteries in 
7 cases. In 4 of these the epistaxis followed 
injury; in 2 it was hypertensive, and in 1 
it was associated with the teleangiectasis 
of pregnancy. These authors pointed out 
that the anterior ethmoidal artery is ulti- 
mately supplied by the circle of Willis and 
that, if hemorrhage originates from an 
ethmoidal artery, it cannot be controlled 
by ligating the common, the internal or the 
external carotid artery.® 

Local anesthesia is the choice for occlu- 
sion of the anterior ethmoidal artery, the 
infiltration and incision being the same as 
for external ethmoidectomy. 

It is not possible within the scope of 
this paper to discuss the various causes 
of epistaxis, such as skull injuries or nasal 
operations, hereditary telangiectasis or 
general predisposing factors. I am mainly 
concerned with the principles to follow in 
dealing with a common condition that 
often causes great anxiety and may cause 
death. 

Wilfred Trotter’s method for the control 
of bleeding is commonly used in England 
and would seem best suited for patients 
with high klood pressure. This method is 
particularly valuable when a skilled rhi- 
nologist is not at hand. 

Trotter has advised the following pro- 
cedure: “Prop the patient well up with a 
comfortable inclination to one side; he is 
given a large pad to dribble into. Put a 
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dental prop or cork between the teeth and 
give a substantial dose of morphine and 
forbid him to breathe through the nose 
or swallow. Only by mouth breathing and 
a complete cessation of swallowing can the 
bleeding area be given the necessary and 
almost infallibly hemostatic rest’’.’ 

Most of the patients who come to the 
office have been bleeding at intervals for 
a day or two. The bleeding area is cau- 
terized, usually with a silver nitrate bead. 
The next and all-important step is firm, 
properly placed 1l-inch petrolatum gauze. 
The gauze is laid on the floor of the nose 
and, with this as a foundation, a strong 
wall is built which exerts its greatest 
pressure against the bleeding surface. The 
patient is sent home, and the family physi- 
cian administers sedatives and 400,000 
units of penicillin daily. If an epidemic 
of sore throat is current, sulfadiazine is 
also given. At the end of six or seven days 
the packing is removed. There is little 
odor, and most patients bear the packing 
without complaint. 

If the bleeding is severe and intractable, 
the patient is hospitalized for blood trans- 
fusions and 400,000 units of penicillin is 
given daily. Morphine in adequate doses 
is of inestimable value. Vitamin K is used 
routinely. If necessary, a postnasal tampon 
is used in conjunction with the nasal pack- 
ing. Both are removed after five or six 
days, at which time the wall of the rup- 
tured vessel is in most cases sealed. 

Penicillin has been a boon for those 
afflicted with severe epistaxis. The pack- 
ing can remain in situ over the danger 
period to give the ruptured blood vessel 
time to close. Before antibiotics became 
available the packing was allowed to re- 
main in place for too short a time to be 
of benefit. Packing was removed every 
day or two, or even oftener, to avoid in- 
fection. Constant packing and repacking 
in many instances aggravated the bleed- 
ing. Trotter’s conservative method, if used 
in these cases, would no doubt have been 
of more benefit to the patient. 

Nature’s control of bleeding from the 
nose should not be underestimated. Often, 
in spite of cauterization, skillful packing 
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ind easy identification of the oozing vessel 
‘n Little’s area, the hemorrhage continues. 
in these cases Trotter’s general measures, 
ogether with the procedures outlined, 
renerally take care of the bleeding. 

Occasionally a septal spur prevents sat- 
sfactory packing of the nose. The spur 
tself may cause so much thinning of the 
nucous membrane that frequent bleeding 
nay occur just posterior to its sharpest 
ge. Ata propitious time a septum opera- 
ion prevents future nosebleeding. 

A modified septum operation is of great 
‘ralue to patients who bleed from an ulcer- 
ition in Little’s area. Enough cartilage is 
‘emoved to allow the healthy side to ad- 
nere to the ulcerated mucoperichondrium 
of the other side. When new circulation 
is established, bleeding from this area 
ceases. In other cases there are perfora- 
tions, varying from the size of a pinhole 
to almost that of a dime. Here the per- 
foration is enlarged and a healthy circum- 
ference results. As many of the patients 
are not hypertensive, expistaxis is usually 
controlled. 


EDITORIAL 


From the literature of the last year or 
two one might be led to believe that the 
septum operation for this type of bleeding 
is of recent origin. The situation is quite 
the contrary, as I, and no doubt many 
others, have been performing this oper- 
ation for thirty years or more. 


—JOHN J. RAINEY, M.D., F.A.C.S., F.I.C.S. 
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Regional Meeting in St. Louis: Surgeons 
* Missouri, Kansas, Iowa, Minnesota, Ne- 
raska, and North and South Dakota were 
yined by a number from Illinois, Arkansas, 
olorado and neighboring states in the three- 
ay meeting of the Midwest Division, United 
tates Section, International College of Sur- 
reons, held at the Hotel Statler in St. Louis 
m March 30, 31 and April 1, under the chair- 
manship of Dr. Roland M. Klemme. An ex- 
cellent program was presented. 
Clinics were held on the first day at Jew- 
ish, De Paul, St. John’s, St. Mary’s and Mis- 
souri Baptist hospitals. The following speak- 


Dr. Roland M. Klemme, Chairman of the 
St. Louis Regional Meeting. 


ers addressed the scientific sessions on the 
second and third days: From La Paz, Bo- 
livia, Dr. Mario Michel Zamora; from Saska- 
toon, Saskatchewan, Dr. T. A. Watson; from 
Los Angeles, Dr. Harvey E. Billig, Jr.; from 
Denver, Dr. Kenneth C. Sawyer; from Oma- 
ha, Harry H. McCarthy; from Chicago, Dr. 
Hampar Kelikian; from Bloomington, Indi- 
ana, Dr. Philip Todd Holland; from Sullivan, 
Indiana, Dr. Irvin H. Scott; from Paris, IIlli- 
nois, Dr. Homer D. Junkin; from Rochester, 
Minnesota, Dr. R. W. Gifford, Jr.; from 
Minot, North Dakota, Dr. Angus L. Cameron; 
from Kansas City, Missouri, Drs. Claude J. 
Hunt and J. Milton Singleton; from Fayette, 
Missouri, Dr. W. A. Bloom; from Jefferson 
City, Missouri, Dr. Everett D. Sugarbaker, 
and from St. Louis, Drs. Willard Bartlett, 
J. Owen Blache, Grayson Carroll, A. H. Diehr, 
Grey Jones, G. Lynn Krause, Albert Kuntz, 
Paul S. Lowenstein, Jacob G. Probstein, Dean 
Sauer, Cleveland H. Shutt, William M. Sink- 
ler and J. William Thompson. 

The excellent press coverage given the St. 
Louis meeting reflected the high quality and 
current interest of the discussions. 


Argentine Section Awards Diplomas to 
Honorary Members: The Argentine Section 
of the International College of Surgeons held 
a formal ceremony on March 26 for the 
awarding of diplomas to Dr. Ramén Carrillo 
and Dr. Jorge A. Taiana. The ceremony was 
held in the School of Medicine in Buenos 
Aires. Dr. Carrillo is Minister of Public 
Health of Argentina. Dr. Taiana is Dean of 
the Faculty of Medical Science. The former 
is a Regent and the latter President of the 
Argentine Section. 

The ceremony was opened by Dr. Felipe 
M. Cia, Vice-Dean of the School of Medicine, 
followed by an address by Dr. Augusto Wy- 
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Left to right: Dr. Jorge A. Taiana and Dr. Ramon Carrillo receiving diplomas from Dr. Auguste 
Wybert at ceremony arranged by the Argentine Section in their honor. 


bert, Vice-President of the Argentine Sec- 
tion, and by the acceptance speeches of Drs. 
Carrillo and Taiana. Among the other digni- 
taries present who added prestige to the 
occasion were Dr. José Arce, a number of 
professors of the university, and members of 
the executive committee of the Argentine 
Section. 


Finnish Section Holds Annual Meeting: 
Professor K. E. Kallio of Helsinki, President 
of the Finnish Section, reports that the an- 
nual meeting of the Section was held on 
January 6. All officials were re-elected,: as 
follows: 

President: Prof. K. E. Kallio 
Vice-President: Prof. Dr. Vaino Seiro 
Treasurer: Prof. Dr. Tauno Putkonen 
Secretary: Dr. Atso I. Soivio 

As part of the scientific program, Prof. 
Dr. Paavo G. Vara read a paper entitled 
“Small Cystic Degeneration of Ovarial 
Glands” and Prof. Dr. Juuso T. Kivimaki 
reported dental-surgical observations from 
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his journey to~the United States in 1952. 

Professor Kallio also reported that he has 
recently been honored by appointment to for- 
eign membership in L’Académie de Chirur- 
gie, Paris. 


Spanish Sections Fellows Honored: Dr. R. 
Arandes has been appointed to the chair of 
Surgical Pathology in the University of Ma- 
drid. Dr. A. Azoy has won the chair of 
Otorhinolaryngology in the University of 
Seville. 


Dr. Hunt Addresses Annual Meeting of 
American Goiter Association: The presiden- 
tial address at the annual meeting of the 
American Goiter Association, held at the 
Drake Hotel in Chicago on May 7, 8 and 9, 
was delivered by Dr. Claude J. Hunt, Regent 
for Missouri of the United States Section, 
International College of Surgeons, on the 
morning of May 8. Dr. Hunt’s subject was 
“A Discussion of Some Controversial Thy- 
roid Problems.” 














VOL. XIX, NO. 5 


Preliminary Program Plans Announced 
for New York Congress in September: Plans 
are rapidly developing for a super-excellent 
program for the Eighteenth Annual Assem- 
bly of the United States and Canadian Sec- 
tions of the International College of Sur- 
geons at The Waldorf-Astoria in New York, 
September 13 to 17. Included in the general 
assembly programs will be the following 
major themes: 

Monday (morning): Advances in the Treat- 
ment of Cancer (7 speakers) 

Monday (afternoon): Demonstration: A Re- 
habilitation Team in Action and Advances 
in Surgery of the Aged (3 speakers) 

Tuesday (all day): Advances in Treatment of 
Diseases of the Heart and Lungs (15 
speakers) 

Wednesday (morning): Advances in Thyroid 
Surgery (4 speakers) and Intervertebral 
Dise Surgery (3 speakers) 

Wednesday (afternoon): Advances in Surgery 
of Stomach and Intestines (6 speakers) 

Thursday (morning): Advances in Surgical 
Treatment of Diseases of the Esophagus 
(4 speakers) and Medical and Surgical 
Treatment of Diseases of the Lung (3 
speakers ) 

Thursday (afternoon): Advances in Vascular 
Surgery (4 speakers and Prize Paper by 
a Junior Member and miscellaneous sub- 
jects) 

Program attractions for the evenings will 
include the Hall of Fame program on Sunday, 
September 13, at 8 p.m. On Monday evening 
there will be a dinner at 5:30 for members 
of the Canadian Section and at 8 o’clock the 
Film Forum. On Tuesday evening there will 
be a Forum on Antiseptics in Surgery. The 
annual banquet will be held on Wednesday 
evening in the Grand Ballroom of the hotel, 
and the annual Convocation will be held on 
Thursday evening in Carnegie Hall. 

The chairmen of the various sections and 
their committees are working hard to de- 
velop programs of maximum interest to spe- 
cialists in the respective fields. The schedules 
for these meetings follow: 


Monday—Morning and Afternoon 
Obstetrics and Gynecology 
Ophthalmology and Otolaryngology 
Plastic Surgery 

Tuesday—Morning and Afternoon 
Neurosurgery 

Obstetrics and Gynecology 


SECTION NEWS 


Operating Room Nurses 
Ophthalmology and Otolaryngology 
Orthopedic Surgery 
Physical Therapy Technicians 
Urology 
Wednesday Morning 
Operating Room Nurses 
Ophthalmology and Otolaryngology 
Urology 
Wednesday Afternoon 
Occupational Surgery 
Operating Room Nurses 
Ophthalmology and Otolaryngology 
Thursday Morning 
Clinics in Hospitals— 
Ophthalmology and Otolaryngology 
Thursday—Morning and Afternoon 
Colo-Proctology 
Luncheon meetings, according to advance 
scheduling, will include the following: 
Monday 
Panel luncheon, with speakers of the morn- 
ing general assembly answering questions 
from the audience (theme: Advances in 
the Treatment of Cancer) 
Executive Committee—Section on Ophthal- 
mology and Otolaryngology 


Tuesday 

Panel luncheon, with speakers of the morn- 
ing general assembly answering questions 
from the audience (theme: Advances in 
Surgery of the Heart and Lungs) 

Neurosurgery Section 

Section on Ophthalmology and Otorhino- 
laryngology 

Urology Section 

Junior Members 

Wednesday 

Panel luncheons (one on Thyroid Surgery, 
the other on Intervertebral Disc Surgery) 
with speakers of the morning general as- 
sembly answering questions from the audi- 
ence 

Occupational Surgery 

Thursday 

Panel luncheon, with speakers of the morn- 
ing general assembly answering questions 
from the audience (theme: Advances in 
Surgical Treatment of Diseases of the 
Esophagus) 

Section on Colo-proctology 

Women’s Auxiliary 
Daily during the meeting there will be 

practically continuous showings of medical 

motion pictures. 

Intermissions are being arranged at all 
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morning and afternoon sessions to permit 
ample time for viewing the extensive sci- 
entific and technical exhibits which will be 
an important educational feature of the Con- 
gress. 


Le IX Congrés Internationale du Collége 
Internationale de Chirurgiens aura lieu 4 Sao 
Paulo, Brésil, du 26 Avril au 2 Mai de 1954: 

Cette décision a été prise par la Masino de 
Délégues 4 Madrid a 19 Mai 1952, pendadnt 
le VIII Congrés Internationale en agréant 
une invitation officielle du gouverneur de 
l’état de Sao Paulo, le Prof. Dr. Lucas No- 
gueira Garcez, pour considérer le Congrés 
comme une des commémoration culturelles 
du IV Centenaire de Sao Paulo. 

La Commission Exécutive se compose de 
membres brésiliens du “Board of Trustees’, 
dont le chef est le Prof. Dr. Carlos Gama, 
qui est aussi le Premier Vice-President In- 
ternationale et Secrétaire Général de ]’Amér- 
ique du Sud. 

Les autres membres de la Commission 
Exécutive sont: 

José Avelino Chaves, Oscar Cintra Gor- 
dinho, Eurico Branco Ribeiro, Rodolpho de 
Freitas, A. C. Vicente de Azevedo, Emmanuel 
Marques Porto, Lucas Monteiro Machado, 
José Andrade Médicis, Fernando Luz Filho, 
Benjamim Rocha Salles, Elpidio V. Canna- 
brava, Pedro Falcao, J. M. Cabello Campos. 

La Commission Exécutive a choisi 3 themes 
officiaux: 

jl. Expérience avec la Socialisation de la 
Médicine dans les divers pays. 

2. Resultats pratiques avec l’emploi d’anti- 
biotiques: a) neurechirurgie; b) endocrinol- 
ogie; c) sisthéme cardiovasculaire; d) apa- 
reil respiratoire; e) apareil urinaire; f) tube 
digestif; g) ortopédié; h) ginecologie. 

3. Acquisitions récéntes de Radiologie avec 
contrastes dans: a) neurechirurgie; b) endo- 
crinologie; ¢c) sisthéme cardiovasculaire; d) 
apareil respiratoire; e) apareil urinaire; f) 
tube digestif; g) ortopédie; h) ginecologie. 

On admettra aussi des thémes libres sur 
toutes les branches de la chirurgie. 

La Commission Exécutive a organisé un 
programme touristique et social qui permet- 
tra aux congressistes, sans perte de temps 
ou d’activités scientifiques, de visiter les 
endroits les plus intéressants de Sao Paulo 
et ses alentours comme le Butanta (institut 
ophiologique) l’Orquidario (jardin d’orchi- 
dées) et VHorto Florestal (collection de 
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plantes (brésiltennes), le Golf Club, le Yach 
Club, le Jockey Club. 

En outre, visitos aux plages de Santos, de 
Sao Vicente, de Guaruja et d’autres beaux 
endroits. Au jour de l’arrivée du bateau “SS. 
Brazil” on fera une excursion 4 Campinas, 
ou l’on va voir une caractéristique ferme de 
caffé, l’Institut Agricole de Sao Paulo et la 
ferme Louveira, ol on aura une féte avec 
Représentations au folk-lore brésilien. 

Pendant le IX Congrés on offrira plusiers 
déjeuners et banquets, pour tous les con- 
gressistes réunis, ol en groupes. Les jours 
libres, les répas seront faits dans des res- 
taurants de premiére classe, qui présenteront 
un menu soigneusement exécuté pour les 
congressistes. Les congressistes doivent 
présenter les billets, fournis par le Secré- 
tariat, avec des réductions de prix, y compris 
les pourboires. 

Le Centre Paulista d’Orchidées est en 
train de préparer des plantes pour fournir 
des fleurs pendant la semaine du Congres. 
Ainsi les congressistes pourront admirer dans 
les hétels et dans l’endroit des sessions quel- 
ques unes des 10,000 variétés des Orchidéss 
brésiliennes. 

En outre, on a programmé une visite a 
Salvador et a Recife, ot les Congressistes 
pourront voir les monuments historiques de 
ces villes. 

On a établi aussi un séjour de 3 ou 4 jours 
a Rio de Janeiro, afin que les congressistes 
connaissent la “Ville Merveilleuse” et pour 
qu’ils voient ses attactions naturelles. 

Depuis le mois de mai de 1952, la Commission 
Exécutive est en train de faire tout son possi- 
ble pour réserver aux congressistes des loge- 
ments dans les meilleurs h6tels, et ainsi ils 
pourront avoir des chambres avec bain et tout 
le service de lere classe. 

Le transport est aussi assuré, car nous 
avons déja contracté des autobus “pullman” 
pour tout le service du Congrés. 

Les langues officielles du College Interna- 
tionale de Chirurgiens sont: le portugais, 
l’anglais, le franc..is, l’espagnol, l’allemand et 
italien; pour cela, toutes les publications seront 
faites dans ces 6 idiomes. 

Pendant les sessions, nous aurons un service 
de microphone dans ces 6 langues pour que 
les congressistes entendent les discours chacun 
dans son propre idiome. 

Nous projetons pour les congressistes et 
leurs familles un service d’interprétes dans 
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ces 6 langues pour rendre plus faciles les 
traductions, la dactylographie, etc. 

Nous projeton ausssi une télévision coloriée 
(si possible), sur de grandes toiles et dans 
des salles spacieuses, ou les congressistes pour- 
ront assister les interventions dans divers 
h6épitals. 

Por Pour assurer le meilleur échange la Com- 
mission Exécutive aura un service bancaire 
controlé, dans les hétels et les endroits des 
sessions. 

Afin d’obtenir la plus grande économie du 
temps des congressistes le Secrétariat se char- 
gera aussi de l’envoi de la correspondence. 

Touts ces providences ont été prises pour 
le confort des congressistes, car si dans ]’année 
de 1954 nous aurons les commémorations du 
IV Centenaire de Sao Paulo, pendant la se- 
maine du 26 Avril au 2 Mai toutes les priorités 
seront données au IX Congrés International. 

Toute al correspondence sur le IX Congrés 
du Collége International peut étre remise au 
Prof. Dr. Carlos Gama, Pea. Ramos de Azeve- 
do 209, 7° andar, s/ 706, Sao Paulo, Brésil; 
ou au Prof. Dr. Max Thorek, 850 West Irving 
Park Road, Chicago 13, Illinois, U.S.A. (Secré- 
taire Permanent du Collége International de 
Chirurgiens ) 


Spanish Section Cooperates in Holding of 
Postgraduate Course: A postgraduate course 
in medicine and emergency surgery was held 
in Madrid from February 23 to May 7. The 
course was sponsored by the General Board 
of Cultural Relations and by the Institute of 
Spanish Culture and it was organized by the 
newly created Section of Surgical Pathology 
and the National Institute of Medicine and 
Workmen’s Insurance. The classes were held 
in the Auditorium of the National Institute 
of Medicine and Workmen’s Insurance. Dr. 
Alfonso de la Fuente, M.D., F.I.C.S., of 
Madrid, has reported the following schedule 
of classes: 
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Schedule of Classes 
February 
Monday 23 Inaugural Session 
Wednesday 25 First Lecture, Prof. Don Carlos 
Jiminez Diaz: Renal Defect: 
Associated Emergency Prob- 
lems 
Prof. Don Alfonso de la Fuente: 
Diagnosis and Therapeutics of 
Cranial Traumatism 


Friday 27 


March 
Monday 2 Prof. Don Arturo Fernandez 
Cruz: Clinic, Diagnosis and 
Treatment of Cardiac Defects 
by Hypodynamia of the Myo- 
cardium 
Wednesday 4 Dr. Don Miguel Merchan Gon- 
zalez: Diagnosis and Thera- 
peutics of the Vertebromedul- 
lary Traumatism 
Friday 6 Dr. Don Narciso Perales 
Herrero: Occupational Poison- 
ing as an Emergency Problem 
Dr. Don José Alix Alix: Par- 
oxysmal Dyspnea 
Wednesday 11 Dr. Don Jesus Caldas Campano: 
Indications for Emergency in 
Thoracic Surgery 
Dr. Don Sebastian Garcia Diaz: 
Pancreatitis 
Dr. Don Carlos Gonzalez Bueno: 
Indications for Emergency in 
Gastric Surgery: Perforation 
and Stenosis 
Wednesday 18 Prof. Don Alfonso de la Fuente: 
Surgical Therapeutics in Gas- 
trorrhagia 
Dr. Don Santiago Carro: Etio- 
logic and Topographic Diagno- 
sis in Intestinal Obstruction 
Dr. Don Teodoro Delgado 
Perez: Surgical Treatment in 
Intestinal Obstruction 
Wednesday 25 Dr. Don Manual de la Rosa 
Garcia: Vesical Traumatism 
Dr. Don Carlos Elosegui: 
Transfusions in Surgery: Their 
Indications and Employment 


Monday 9 


Friday 13 


Monday 16 


Friday 20 


Monday 23 


Friday 27 





MEETING OF THE ITALIAN SECTION OF THE 
INTERNATIONAL COLLEGE OF SURGEONS 
ROME, ITALY 
JUNE 11, 12 AND 13, 1953 


Prof. Raffaele Bastianelli, Honorary President 
Prof. Dr. Raffaele Paolucci, President 
Prof. Dr. Guiseppe Bendandi, Secretary 


Scientific Meetings 


Clinica Chirurgica 
Policlinio Umberto 1° 
University of Rome 


June 11—Morning: Opening of the Congress at the Campidoglio 


Afternoon: Scientific Session 
Principal Theme: Syndrome Caused by Venous Obstruc- 


tion of the Arm 
Evening: Concert at the Basilica of Massenzio 
June 12—Morning: Scientific Session 
Indications and Results of Artificial Hypothermia in 
Surgery 
Afternoon: Papers on various surgical themes 
Evening: Banquet at Ostia 


June 13—Morning: Papers on various surgical themes 
Afternoon: Papers on various surgical themes 
Evening: Rome by night 


A partial list of speakers from the United States is here presented: 


Charles P. Bailey, Philadelphia, Pa. Neal Owens, New Orleans, La. 
Thoracic Surgery Surgical Management of Malignant 
Lesions of the Head and Neck 

Felix Pearl, San Francisco, Calif. 

Aitiert WRistes, Dallas, Texas. Surgical Approaches to the Aortic Valve 
Nouveau Horace E. Turner, Chicago, III. 

! gery % 
: ' Orthopedic Surgery 

Earl J. Halligan, Jersey City, N. J. James W. Watts, Washington, D. C. 
Gastric Surgery Brain Surgery 

Arnold S. Jackson, Madison, Wis., Clement L. Martin, Chicago, III. 
Thyroid Surgery Proctologic Surgery 

Raymond W. McNealy, Chicago, III. Edgar F. Berman, Baltimore, Md., 
Malignancies of the Thyroid Gland The Plastic (Polyethylene) Esophagus 


Walter C. Bornemeier, Chicago, III. 
Surgery in the Aged 


* For information address: 


International Secretariat 
International College of Surgeons 
1516-25 Lake Shore Drive 
Chicago 10, Illinois 
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MEETING OF THE AUSTRIAN SECTION 
OF THE 
INTERNATIONAL COLLEGE OF SURGEONS 
VIENNA, AUSTRIA 
JUNE 5, 6 AND 7, 1953 


Scientific Meetings: Allgemeines Krankenhaus 


Professor Leopold Schénbauer 


Professor Felix Mandl 


Principal Theme: Surgery of the Gallbladder and Biliary Passages 


Subthemes: Important Surgical Anatomic Variations, Kéhlmayer; Cholecysto- 
pathy, Schénbauer; Epicritic Observations, Hiiber; Cholecystendysis, Orator; 
Gallbladder Disease in the Aged, Moritsch; Diseases of the Gallbladder in 
Children, Fellner; Reconstructive Surgery of the Biliary Passages, Spaeth; 
Choledochoduodenostomy, Starlinger and Plenk; Preoperative and Postoper- 


ative Cholangiography, Mandl. 


Other papers on: Sterility, Uebelhor; Gynecology, Antoine and Zacherl; Ortho- 
pedic subjects by eminent orthopedists. 


A partial list of American speakers follows: 


Charles P. Bailey, Philadelphia, Pa., Neal Owens, New Orleans, La., 


Surgical Management of Malignant 
Lesions of the Skin 


Thoracic Surgery 


Walter C. Bornemeier, Chicago, I11., 
near aT tie aaee Felix Pearl, San Francisco, Calif., 
Albert D’Errico, Dallas, Texas, Surgical Approaches to the Aortic Valve 


Neurosurgery 
: . Horace E. Turner, Chicago, IIl., 
Earl J. Halligan, Jersey City, N. J., : a nies 
: Orthopedic Surgery 
Gastric Surgery 
James W. Watts, Washington, D. C., 


Arnold S. Jackson, Madison, Wis., 
Brain Surgery 


Thyroid Surgery 


Raymond W. McNealy, Chicago, IIl., Edgar F. Berman, Baltimore, M.D., 
Malignancies of the Thyroid Gland The Plastic (Polyethylene) Esophagus 


Social Functions Excursions 


For information address: 


International Secretariat 
International College of Surgeons 
1516-25 Lake Shore Drive 
Chicago 10, Illinois 
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New Books 





Clinical Obstetrics. By members of the 
staff of the Pennsylvania Hospital. Edited by 
Clifford B. Lullt and Robert A. Kimbrough. 
Philadelphia: J. B. Lippincott Company, 1953. 
Pp. 732, with 392 illustrations and 8 color 
plates. 

In the preface of this book Dr. Kimbrough 
states that the contents of the 31 chapters 
represent the experience and practice of the 
obstetrical staff of the Pennsylvania Hospital. 
Because of the fact that 20 different authors 
have contributed one or more chapters, this 
book cannot be called a textbook of obstetrics; 
rather it is a symposium. Some of the authors 
go into considerable detail of the most funda- 
mental teachings in obstetrics, in a manner 
suitable for an introductory student manual, 
but there are many excellent chapters that 
deal with the latest studies in obstetrics and 
are addressed to the practicing obstetrician, 
thus going beyond the confines of the average 
textbook. 

The first section includes chapters on anato- 
my, physiology, embryology and endocrinology. 
In the second section there are chapters on 
normal pregnancy, clinical laboratory meth- 
ods, and antenatal care and management. This 
portion includes many too well known and too 
often repeated facts which the clinician may 
find a little too elementary. The third section 
deals with the complications of obstetrics, such 
as hemorrhages during pregnancy and labor, 
toxemia, and medical and surgical complica- 
tions of pregnancy. This is an exceedingly 
interesting part of the book and describes 
many of the abnormal conditions encountered 
by the practicing obstetrician in his daily 
practice. The roentgenologic methods that 
lend themselves to the diagnosis of abnormal 
conditions during pregnancy are masterfully 
discussed and illustrated in Chapter 14. The 
pictures are excellent reproductions of roent- 
genograms and should be extremely helpful. 
A highly illuminating and informative descrip- 
tion of roentgen pelvimetry, is included. The 
chapter on abstetric analgesia and anesthesia 
is written by no less an authority than Robert 
A. Hingson and needs no further comment. 
Forceps operations, which, in this reviewer’s 
opinion, are most important from a practical 
point of view are unfortunately described in 
a cursory manner. This section would have 


been more valuable if the indications for use 
of the different types of special forceps as well 
as the technic employed, were, presented in 
more detail. Also, only 12 pages were devoted 
to the description of all types of cesarean sec- 
tion. 

The last chapter should arouse considerable 
interest among the members of the medical 
profession since it is written by a lawyer, 
Edward B. Hodge, and deals with the legal 
points involved in obstetrics. This is a novelty 
indeed, but knowledge of the different legal 
entanglements an obstetrician may get him- 
self into is certainly worth while. 

In conclusion, the book will bring innumera- 
ble new ideas to the clinician. The makeup 
is outstanding, the print is clear and easy to 
read, and the profuse illustrations are excel- 
lently reproduced. The book can be highly 
recommended to the general practitioner as 
well as to the specialist. 

WERNER STERNBERG, M.D. 


7 Deceased. 


The Pharmacology of Anesthetic Drugs. 
By John Adriani. Springfield, Ill.: Charles C 
Thomas, Publisher, 1952. 3d ed. Pp. 179. 

Previous editions of Adriani’s book on 
pharmacology have been a mainstay of those 
interested in anesthesiology. However, in the 
past ten years advances in knowledge in the 
field have been so tremendous that the former 
editions have become woefully incomplete. 
Therefore, the revised third edition of this 
book is welcomed with pleasure. 

The author has retained the original dia- 
grammatic format, but has added new data 
twice increasing the size of the volume. Many 
of the drawings have been slightly modified. 
Although, on the whole, the arrangement of 
the subject matter by chapters is similar to 
that of the second edition, there are some 
changes and inclusions of new material. The 
chapter “Disturbances of Respiration” has 
been eliminated, and the topics have been 
placed in the chapter “Some Clinical Consider- 
ations.” The chapter “Volatile Agents” now 
includes some of the agents which have ac- 
quired laboratory and clinical interest in the 
last decade, such as trichlorethylene and the 
less common ethers. There is a new chapter 
on the bromide and magnesium cons. The 
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barbiturate and muscle-relaxing agents are dis- 
cussed in much more detail. 

The increased range of material is of tre- 
mendous value to the clinician, the teacher 
ind the student. In spite of the caution with 
which one must watch for items which do not 
fit in with one’s reading and clinical and ex- 
perimental information, one can find in no 
tther source so much information so easily 
iccessible. Other basic sciences would do well 
o be represented by books as well organized, 
is readable and as comprehensive. 

Criticisms have been made as to the inac- 
-uracy of some of the data, but the author 
‘laims that, since some of the material is 
largely controversial, he has selected that 
which falls in line with his clinical observa- 
tions. As the data are the result of the work 
»f many observers and experimenters, results 
may vary with the interpretations and experi- 
mental conditions of the individual workers. 

A complete reference source of the subject 
matter is listed in the back of the book. Also 
provided is a glossary including definitions, 
tables of atomic weights, conversion tables, 
average adult doses, and qualitative tests. An 
index is included. 

ANITA E. RAPOPORT, M.D. 


Libro de Plata: Manuel A. Manzanilla. 
XXV Aniversario Professional. [Papers by a 
group of colleagues and friends.] Mexico, 
D.F., 1952. Pp. 308. Plates, drawings in text, 
tables. 

The silver anniversary of the medical career 
of Dr. Manuel A. Manzanilla is the occasion 
of a commemorative volume that is truly out- 
standing—a lasting contribution worthy of a 
personality we all honor. Dr. Manzanilla has 
been a Vice-President of the International Col- 
lege of Surgeons for many years and is a lead- 
ing figure in Mexican surgery and public 
affairs. 

The beautiful custom of the Festshrift, well 
planned and warmly executed, has here found 
a perfect expression, one which will evoke deep 
pride on the part of the many readers who 
are Dr. Manzanilla’s friends. That same 
friendship, I may add, has bidden we gladly 
undertake the double duty of contributor and 
reviewer. 

This volume is a bibliographic prize because 
of the eminent names among its list of con- 
tributors; it is also a professional accomplish- 
ment of first rank because of the rare merit 
of its contents. It is to be hoped that the book 
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will receive the wide distribution it deserves. 

Although the book is written in Spanish, 
Dr. Manzanilla’s friends are found in many 
lands, and the contributors represent schools 
of the U.S.A., France, Italy and Austria, as 
well as his native Mexico and other Hispanic 
countries. It is in a real sense a meeting of 
minds from leading theaters of surgical prog- 
ress today. i 

There are 25 medical papers in all, one for 
each of the “silver years.” The table of con- 
tents, given herewith, will suggest their time- 
liness and value. Many of the papers are ac- 
companied by photographs, roentgenograms, 
and diagrams of procedures. Some also in- 
clude useful and well! selected bibliographies. 

An introductory biographic section on Dr. 
Manzanilla includes a full bibliography of his 
books and numerous articles, many of which 
appeared in the pages of this journal. 

The topics covered by the table of contents 
are as follows: percussion and craneocephalo- 
spinal pneumatization in regional traumatisms 
(Felipe Aceves Zubieta) ; Stenosis of the bile 
ducts (José Aguilar Alvarez) ; primary treat- 
ment in lesions of the peripheral nerves (José 
Castro Villagrana); diagnosis and treatment 
of intra-ocular foreign bodies (Rail Chavira) ; 
radium treatment of malignant tumors of the 
bladder (Raymond Darget) ; penicillin therapy 
of generalized infections (Rudolf Demel) ; 
The Faculty of Medicine of Mexico (Fran- 
cisco Fernandez del Castillo) ; surgical treat- 
ment of acute, profuse hemorrhage of gastric 
and duodenal ulcer (Hans Finsterer) ; surgi- 
cal progress in the last 25 years (Francisco 
Fonseca) ; tuberculosis of the genitals (J. Gil 
Vernet) ; isolated fracture of the sacrum (AI- 
fredo Gonzalez Garcia) ; variations of posture 
as a factor in chronic illness (Custis Lee 
Hall); major neuralgias (Roland Klemme) ; 
arteritis of the lower extremity from the 
surgical point of view (René Leriche) ; inter- 
ventions on the vagus nerve in the treatment 
of diseases of the sphincter of Oddi (Pierre 
Mallet-Guy) ; vagotomy as an analgesic oper- 
ation in inoperable gastric carcinoma (Felix 
Mandl) ; fundamentals and results in the surgi- 
cal treatment of coxartria (Francisco Martin 
Lagos) ; frozen shoulder (Henry Meyerding) ; 
calculus of the ampulla of Vater (Pablo 
Mirizzi) ; treatment of the duodenal stump 
in terebrant ulcers (Alfredo Monteiro, Hum- 
berto Barreto, Josias de Freitas); broncho- 
esophageal fistulas (Raffaele Paolucci di Val- 
maggiore, Egidio Tosatti, Isaac Tellez Valen- 
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cia); operation for gastrojejunocolic fistulas 
from peptic ulcer (Gino Pieri) ; tabetic arthro- 
pathy (Domingo Prat); aluminum in clinical 
surgery (Eurico Ribeiro) ; hirschsprung’s dis- 
ease (Max Thorek); and a letter from the 
Royal College of Surgeons of England. 

The International College is heartily sup- 
ported in its felicitations to Dr. Manzanilla 
by his friends and colleagues all over the world. 

MAX THOREK, M.D. 


Anais da Sessao de Instalacao e 1.4 Reuniao do 
Clube Internacional dos Cirurgides da Crianca. 
Realizadas em Sao Paulo de 26 a 30 de Setembro 
de 1951. Published as Vol. 11, no. 2, of Materni- 
dade e Infancia (Arquivos Médico-Sociais), Orgao 
da Legiao Brasileira de Assisténcia (Comissao 
Estadual de Sao Paulo), March-April, 1952. Pp. 
365-546. Illustrated. 

Founded at Buenos Aires in August, 1950, 
the International Club of Surgeons of Chil- 
dren was conceived as an expression of the 
progress and international fellowship of the 
members of this specialty. The first meeting 
of the group at Sao Paulo, held in conjunction 
with the National (Brazilian) Congress of the 
International College of Surgeons has now 
been perpetuated in a special number of 
Maternidade e Infancia. It should be added 
that this was done thru the cooperation of 
Dna. Maria Carmelita Leme de Oliveira Gar- 
cez, president of the Sao Paulo Committee of 
the Brazilian Legion of Assistance, and Hon- 
orary President of the reunion. 

In addition to the technical papers, the issue 
presents remarks by the distinguished par- 
ticipants at the inaugural session, including a 
presentation of a handsome design for the 
club seal and dedication by the poet Guilherme 
Almeida. 

The papers themselves, which number eigh- 
teen, augur well for the vitality of this new 
group and its influence in the practice of pedi- 
atric surgery. The present contributors have 
striven to illuminate the wide possibilities of 
their specialty, as can be seen from a mere 
review of the table of contents. 

The topics listed are: “acute abdomen” 
(Pérez Fontana), vomiting nursing child 
(Prieto Trucco), incidence of congenital car- 
diopathy and its operative treatment (Sera- 
phico, Barbato, Pinto, and Pires de Campos), 
anesthesia in congenital cardiopathy (Bartlett 
and Ariztia), intrathoracic lipoma (Seraphico, 
Sampaio Vianna, Alves de Carvalho Pinto, and 
Aun), intestinal prolapse through Meckel’s di- 
verticulum (Hernandez), two papers on harelip 
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(Farina; Duarte Cardoso), urinary lithiasis 
(Notti), esophageal atresia (Refinetti, Vil- 
hena Moraes, Alves de Carvalho Pinto, and 
Soares Bicudo), congenital atresia of the di- 
gestive tract (Alves de Carvalho Pinto and 
Vilhena Moraes), graft of fibular bone to re- 
place the radius (Hernandez, inguinal hernia 
(Alves de Carvalho Pinto), fractures of the 
pelvis (Dias Bordeu), congenital piloric hy- 
pertrophy (Cannabrava and Oliveira), ob- 
structive emphysema (Pelliza), and finally two 
papers on abnormal rotation of the colon with 
partial occlusion of the duodenum (Amorim; 
Ferreira de Camargo). 

Without attempting to express any prefer- 
ence among these excellent contributions, one 
may well point out the somewhat fuller treat- 
ment and illustrative material of several— 
notably the articles on harelip, fibular trans- 
plant, emphysema and hernia. It should also 
be noted that, although the issue appears with 
a Brazilian imprint, the articles are about 
half and half Portugese and Spanish. 

We greet this addition to the international 
fellowship of surgery, and recommend its first 
fruits to the attention of all surgeons. The 
means of continuing this annual publication 
would be a decided contribution to the ad- 
vancement of the profession. 


MAX THOREK, M.D. 


Intracranial _Aneurysms. By Wallace B. 
Hamby. Springfield, Ill.: Charles C Thomas, 
Publisher, 1952. Pp. 564. 


“The surgery of intracranial aneurysms, 
though performed through a standard crani- 
otomy as in the approach of an intracranial 
neoplasm, is surgical big game hunting and 
require not only additional equipment but a 
quite different psychological approach by the 
surgeon.” This quotation well expresses the 
attitude of the author towards these lesions. 
His interest in this subject is well known, and 
it now bears fruit in the first full-length book 
on this subject and the most important pub- 
lication since Walter Dandy’s monograph in 
1944. The historical aspects of the field are 
fully reviewed (the bibliography includes 700 
references). The author’s own series of pa- 
tients operated on is not as large as some re- 
ported by other authors, but he has thoroughly 
studied and critically evaluated his cases. Ac- 
cording to the text, 32 patients were treated 
surgically with a mortality of 16 deaths. How- 
ever, Table 6 indicates that actually 35 pa- 
tients were treated by carotid ligation, by 
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craniotomy or by a combination of the two 
procedures with 19 fatalities. This high mor- 
tality rate is discouraging, as it is essentially 
equivalent to that for spontaneous subarach- 
noid hemorrhage itself. However, it repre- 
sents the author’s total experience. With im- 
provements in technic, the use of complete 
angiographic studies, and the lessons of past 
experience, much improvement may be ex- 
pected in the future. The author makes clear 
his conviction that in every case of subarach- 
noid hemorrhage, angiographic studies should 
be made as early as possible and surgical treat- 
ment instituted when indicated. The clinical 
diagnosis of both ruptured and unruptured 
aneurysm is thoroughly presented. The sec- 
tion on arteriovenous fistula between the ca- 
rotid artery and the cavernous sinus is com- 
plete. 

Operative technics, past and present, are 
thoroughly presented, with one or two excep- 
tions. The Selverstone clamp for gradual oc- 
clusion of the internal carotid is not described, 
and no mention is made of the possible use 
of the newer vasodilator drugs during oper- 
ation to maintain hypotension. The latter at 
present appears more attractive to the review- 
er than Swanson’s method of total spinal anes- 
thesia, which is described at some length. 

Several typographic errors will be noted. 
These, of course, only mar an otherwise excel- 
lent book from the artistic and physical stand- 
point. More unfortunate are several confusing 
substitutions of words or phrases which may 
obscure the meaning for the reader who is 
unfamiliar with the subject. In line 9 of page 
273 cribriform lamina (lamina cribrosa) of 
the optic nerve are undoutedly referred to 
rather than cribriform plate (of the skull). 
Again, in lines 7 and 8 on page 281, clinical 
signs are meant instead of clinical puncture. 
In the second paragraph of page 316 the state- 
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ment is made that “22 (26%) had the anterior 
communicating artery involved.” Further de- 
tails of their treatment are then given and 
the statement is made that “eight cases were 
treated surgically with six deaths.” Then on 
page 330 another statement is made that “we 
have attacked aneurysm of the anterior cere- 
bral and anterior communicating arteries in 
11 cases with nine deaths.” However, Table 
6, page 359, gives 6 cases of anterior com- 
municating and anterior cerebral aneurysms 
as the total treated. This is at direct variance 
with the statement on page 316. 

The descriptions of the location of the 
aneurysms are always clear and unequivocal. 
However, some of the statements about the 
circle of Willis are confusing. On page 297 
in the third paragraph it is stated “the circle 
of Willis does not include the intracranial ca- 
rotid, the vertebrals, or the basilar.” Actually 
the segment of the internal carotid between 
the origin of the posterior communicating and 
the bifurcation of the internal carotid is ana- 
tomically part of the circle of Willis. Al- 
though on page 12 it is stated that the middle 
cerebral artery “is not a part of the circle of 
Willis” aneurysms of that vessel are included 
as a subheading (page 339) under the main 
reading of aneurysm of the circle of Willis 
(page 314). It seems to this reviewer that 
aneurysms should be described under the head- 
ing of the vessel of their origin and that the 
term “aneurysm of the circle of Willis” should 
be dropped. 

However, these criticisms are trivial com- 
pared with the general excellence of the work. 
This will be the authoritative work on the sub- 
ject, as it is the most complete compilation of 
knowledge to date in this field. No one inter- 
ested in intracranial aneurysms can afford not 
to have this work at hand. 

HAROLD C. Voris, M.D. 


Qualifying Examinations for Fellowship in the United States Section of 
the International College of Surgeons will be held on May 4 and 5, August 
10 and 11, and November 2 and 3, 1953. The examinations will be given at 
the Cook County Graduate School of Medicine and the Cook County Hospital. 
Applicants are requested to address communications to Dr. Harry A. Oberhel- 
man, Secretary, Examination and Qualification Council. 1516 Lake Shore 
Drive, Chicago 10, IIl. 





[X° Congresso 
Colégio Internacional de Cirurgides 


Aviso Aos Membros do Colégio 


A Comissao organizadora do IX Congresso do C.I.C. a realizar-se em Sao Paulo, 
Brasil, em 1954, por meio déste faz saber a todos os interessados que é inteiramente 
inconveniente antecipar a data de 26 de abril-2 de maio, 1954, marcada para a sua 
realizacaéo, para a de fevereiro ou marco de 1954, conforme solicitacdo de varios ele- 
mentos do grupo norte-americano. 

O IX Congresso do C.I.C. esta sendo planejado para ser uma das mais briliantes 
comemoracées culturais do grupo dos festejos do IV Centenario de Sao Paulo, devendo 
atrair 4 capital do Estado de Sao Paulo cerca de 2.500 Congressistas. 

O Governo de Sao Paulo, empenhado em que os festejos do IV Centenario constituam 
oportunidade para que nossos ilustres visitantes fiquem con- 
fortavelmente instalados, e possam ter a mais agradavel per- 
manencia em nossa capital, esta estimulando a construcao de 
3 novos hotéis, que serao inaugurados justamente em abril de 
1954. 

Assim, pois, em fevereiro ou marco, 1954, a situacao para 
hospedagem em Sao Paulo para um grande grupo de Congres- 
sistas, é identica a atual, isto é, dificil e deficiente, 
sendo necessario espalhar os Congressistas em mui- 
tos pequenos hotéis, e sendo maior o grupo, alguns 
necessitando instalar-se em hotéis que nao possuem 
condigées minimas de conforto. 

Por outro lado, o Governo de Sao Paulo esta provi- 
denciando para o ano de 1954 grandes empreendi- 
mentos, que tornaraéo o turismo ao nosso Estado 
muito mais agradavel; assim, a segunda pista da 
aoto-estrada Sao Paulo-Santos, que abreviara a 
viagem, tornando o passeio mais seguro e agradavel. 

Assim também, a instalacéo de uma Feira Inter- 
nacional de A mostras, no Parque lbirapuera, que 
permitira aos visitantes apreciar o desenvolvimento 
da industria de todas as partes do mundo. 

Assim também o governo de Sao Paulo esta fa- 
zendo apressar as obras da cidade Universitaria, em 
Butanta, e outras obras grandiosas, nas quais varios 





656 





grande s salées de conferencias serao feitos, para permitir lugares 
adequados a4 reuniédes de grandes Assembléas. 

Finalmente, a Comissao organizadora do IX Congresso do Colégio 
Internacional de Cirurgides, desejando dar aos visitante uma opor- 
tunidade excepcional para verem floridas numerosas espécies brasi- 
leiras, entrou en entendimentos com sociedades de colecionadores de 
orquideas, como o Circulo Paulista de Orquid6filos, para que eles desde 
ja preparem suas plantas para florirem justamente em Abril, 1954. ° 

A Comissao organizadora do IX Congresso, lastimando nao poder atender ao pedido 
do simatico grupo de congressistas norte-americanos, pelos motivos acima expostos, 
espera ter o prazer de recebé-los em Sao Paulo, cordialmente, em abril de 1954, dese- 
jando desde ja que tenham os mesmos no Brasil uma estadia agradavel, ao mesmo 
tempo que realizando um Congresso social e cientifico digno das credenciais do C.I.C. 

Os temas oficiais escolhidos foram os seguintes: 

1) Experiencias com a Socializacaéo da Medicina nos diversos paises. 

2) Novas aquisicées da Radiologia com contrastes nas varias especialidades cirurgi- 
cas): a) Neuro-Cirurgia b) Sistema cardio-vascular c) Endocrinologia d) Aparelho 
respiratorio e) Aparelho Urinario f) Tubo digestivo g) Ortopedia h) Ginecologia. 

3) Experiencia com o uso de antibioticos em todos os ramos da cirurgia: a) Neuro- 
Cirurgia b) Sistema cardio-vascular c) Aparelho respiratério d) Aparelho Urinario 
e) Tubo digestivo f) Ortopedia g) Ginecologia. 

Ulteriormente, depois de esolhidos os relatores para os temas oficiais, e eleitos os 
convidados de honra, novos avisos seréo feitos por intermédio do Journal, a todos os 
interessados. 

Todos os que desejarem participar do IX Congresso Internacional em Sao Paulo, em 
abril de 1954, queiram com antecedencia escrever para 0. 


Prof. Dr. Carlos Gama. 
Praca Ramos Azevedo, 209-70, andar 
Sao Paulo, Brasil. 


Organizing Commission 


Carlos Gama Fernando Luz Filho 

José Avelino Chaves Benjamin Rocha Sales 
Oscar Cintra Gordinho Elpidio V. Cannabrava 
Eurico Branco Ribeiro Pedro Falcao 

Rodolpho de Freitas Membros Brasileiros do 
A. C. Vicente Azevedo “Board of Trustees” 
Emanual Marques Porto J. M. Cabello Campos 
Lucas M. Machado Tesoureiro do 

José Médicis Capitulo Brasileiro 





Abstracts from Current Literature 





Carcinoma of the Oesophagus. Franklin, R. 
H., and Shipman, J. J., Brit. M. J. 1:947, 
1952. 

The authors review the cases of 159 patients 
with carcinoma of the esophagus who were 
admitted to Hammersmith Hospital; 72 per 
cent were men and 28 per cent were women. 
The average age of the men was 63 and that 
of the women 64. The youngest patient was 
a man aged 22; the oldest, a woman aged 81. 
Sixty per cent of the patients had been aware 
of symptoms for three months or less before 
admission. One patient had suffered for two 
years from dysphagia and had an inoperable 
lesion. 

Sixty per cent of the growths were in the 
lower third of the esophagus, 28 per cent in 
the middle third, and 12 per cent in the upper 
third. The commonest first symptom was dys- 
phagia and occurred in 87 per cent of the 
patients. Loss of weight was the most com- 
mon clinical sign. The majority of patients 
presented a triad of symptoms—dysphagia, 
regurgitation and loss of weight. 

Anorexia was commonly complained of in 
cases of growths affecting the lower part of 
the esophagus, but was not a common feature 
of growths in the upper segments. 

In patients with pain, the pain was situated 
over the site of the growth. Several unusual 
cases are presented. Examination of the pa- 
tients by barium swallow and chest thoracic 
roentgenograms, as well as esophagoscopic ex- 
amination, were essential parts of the diagnos- 
tic procedure. In addition to this, examina- 
tions of the stools for blood, general hemologic 
examination, examination of cardiac and renal 
function and indirect laryngoscopic broncho- 
scopic and sputum examinations were done. 

The authors state that in preoperative man- 
agement, solid food is withheld and the pa- 
tient is given hourly feedings of fortified milk, 
1 pint of which contains 1 ounce of calcium 
caseinate and 1 ounce of dextrose, lactose or 
sucrose. If the patient is unable to take fluids 
and becomes<severely ill, a blind jejunostomy 
or gastrostomy is performed with local anes- 
thesia. Penicillin is given for forty-eight 
hours before and after the operation, to lessen 
the incidence of pulmonary infection. Blood 
transfusions are used as necessary. 

Absolute contraindications to excision are 
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involvement of the air passages or evidence 
of distant dissemination. The main object of 
the operation is the restoration of normal 
swallowing, as well as the chance for complete 
cure. 

Growths at the lower end of the esophagus 
involving the cardia are treated by block dis- 
section of the stomach, together with the 
spleen, omenta, and tail of the pancreas, 
through a thoraco-abdominal approach. Resto- 
ration of continuity is effected by esophago- 
jejunostomy, if possible, or a Roux anasto- 
mosis en Y. 

Carcinomas involving the lower third of the 
esophagus are resected, and the stomach, with 
its vascular arches preserved, is brought into 
the chest and anastomosed to the esophagus. 
Anastomoses in the region of the aortic arch 
are unsatisfactory, and it may be more de- 
sireable to risk the increased mortality of the 
supra-aortic anastomosis. 

Lesions of the upper part of the thoracic 
esophagus are probably best treated by cervical 
esophagogastric anastomosis if the patient is 
a good risk; otherwise, a palliative procedure 
is indicated. 

Growths located high in the thoracic portion 
of the esophagus or at the upper thoracic out- 
let in patients who are poor surgical risks may 
be acceptable only for palliative treatment, 
such as the use of a Souttar’s tube, irradiation 
by radon seed, oral administration of hydrogen 
peroxide or a palliative type of operation. The 
palliative procedure restore the power of 
swallowing. The esophagus may be divided 
above the growth, its distal end closed and the 
proximal portion short-circuited to the stomach 
or to a mobilized loop of bowel, such as the 
Roux loop en Y anastomosis. 

Postoperatively, the chest is drained to an 
underwater seal for four or five days. Great 
care is taken to see that the lung is expanded 
and remains expanded throughout the con- 
valescent period. Transfusions of blood, saline 
solution and 5 per cent dextrose are given as 
required. After about forty-eight hours oral 
feeding may be started. 

On the third day, 1 ounce of half-strength 
saline solution or weak tea is allowed hourly, 
and on the fourth day, 2 ounces of saline 
solution or citrated milk or tea is given hourly. 
Milk pudding, mashed potatoes and gravy, 
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coddled egg, and thin bread and butter may 
be started on the. sixth day. Careful watch 
is next for evidence of thrombosis of the veins 
of the lower extremities. 

Regurgitation of acid gastric contents may 
occur after an esophageal operation. This re- 
gurgitation is painful and takes place after 
eating or when the patient lies down. It can 
be successfully treated by advising the patient 
to sleep well propped up, and by prescribing 
olive oil before meals and magnesium trisili- 
cate after them. 

In the authors’ series, 67 of the growths 
were squamous carcinomas, 16 were undiffer- 
entiated squamous carcinomas or anaplastic 
growths, and 9 were adenocarcinomas. 

Pulmonary complications are still the most 
common difficulties encountered. One patient 
died of a herniation occurring through the 
diaphragm alongside the mobilized bowel. 
Leakage at the anastomosis occurred twice in 
this series. 

The longest period of survival without re- 
currence is four years. Two patients have 
survived two years after the operation and 2 
others for eighteen months. Of the 72 cases 


of carcinoma of the esophagus at various sites, 


resections were performed in 29, and in 14 
the patients survived longer than a month, 
giving a mortality rate of 51 per cent. Supra- 
aortic anastomosis had been performed on 7 
out of the 15 patients who died within the 
month. The resectability rate was 40 per cent. 
Eight palliative operations were performed, 
and 3 of these patients lived longer than six 
months. 

Jejunostomy was performed on 15 patients 
and gastrostomy on 13; 7 of these 28 patients 
have lived longer than six months. No pa- 
tient in the total series who was not treated 
by radical operation has lived longer than two 


years. 
HENRY J. ROSEVEAR, M.D. 


A Method for Surgical Closure of Interauric- 
ular Septal Defects. Gross, R. E.; Watkins, 
E.; Pomeranz, A. A., and Goldsmith, E. I., 
Surg., Gynec. & Obst. 9:1-23 (Jan.) 1953. 
Various methods have been suggested for 

closure of interauricular septal defects. These 

may be roughly classified into four main 
groups: 

1. External transfixion of the auricles with 
mattress sutures placed in the plane of the 
septum. This method, proposed by Murray, 
has several disadvantages. It gives no assur- 
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ance that the septal defect will be completely 
closed, although it may diminish the size of 
the opening. 

2. Invagination of the auricular appendages 
or the lateral wall of the auricle to plug the 
defect. Many workers have utilized this 
method. It has been abandoned by many pre- 
viously enthusiastic supporters because of the 
danger of partial obstruction to the-pulmonary 
veins. In addition, eccentrically placed septal 
defects either very high or very low in the 
septum would result in occlusion of the supe- 
rior or inferior vena cava by this procedure. 

8. Introduction of plastic material to cover 
the defect. Many appliances have been used 
for this purpose—a two-piece button, one be- 
ing placed on each site of the septum, and then 
tied together; sheets of plastic material shap- 
ed and cut to occlude the defect; closure under 
direct vision by temporary occlusion of the 
caval inflow; closure under direct vision by 
the use of a special ring-shaped clamp for tem- 
porary compression of the lateral walls of both 
atria against the septum. 

4. The authors’ method. This method con- 
sists essentially in suturing a rubber well to 
the wall of the right atrium and then, working 
through the column of blood (which comes up 
into the well), carefully palpating the defect 
in the septum as to size, position and shape. 
Large interauricular septal defects may then 
be closed by carrying into place a sheet of 
plastic material, which covers the opening and 
is securely fixed into position by sutures which 
anchor it to the remaining rims of the septum. 
Small defects may be closed by direct suture. 

The author’s technic in the performance of 
this operation is best appreciated by seeing the 
beautifully prepared illustrations accompany- 
ing the article. However, briefly the procedure 
is as follows: 

With the patient lying on the left side, an 
incision is made through the fifth interspace. 
The pericardium is opened along the line of 
the phrenic nerve and anterior to it after 8 to 
10 cc. of 2 per cent procaine hydrochloride has 
been injected into the pericardial cavity. Linen 
tapes are passed around the superior and in- 
ferior vena cava, so that if the defect should 
be located very high or very low in the septum 
near the orifice of either vena cava it can be 
pulled forward and the surgical correction 
carried out. Since the tape caused disturbing 
extrasystoles if passed around the superior 
vena cava within the pericardial sac, owing to 
irritation of the sino-auricular node, it was 
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found most desirable to pass this tape around 
the superior vena cava just outside the peri- 
cardial sac. Traction sutures applied to the 
edge of the openirig in the pericardial sac help 
to hold the heart up. Two traction sutures are 
next applied to the greatly enlarged right 
auricle. A segment of right auricle is then 
held up while an atrial clamp is put into place 
to isolate this segment from the auricular cav- 
ity. The isolated segment of atrium is opened. 
The rubber well is then sutured to the open- 
ing in the artium with interrupted silk sutures 
around the periphery of the lower rim of the 
rubber well. The atrial clamp is then removed, 
which allows blood to flow up into the well. 
Less than 300 cc. of blood will be present in 
the well, the size of which is quite adequate 
to hold this amount. The exploring hand is 
then run down through the pool of blood so 
that the finger can fell the interauricular septal 
opening and estimate its position, size and 
shape. A specially made self-retaining retrac- 
tor is then inserted to hold the atrial wall 
open; this provides an opening 5 to 6 cm. in 
diameter, which is adequate for any intra- 
cardiac manipulation. At completion of surgi- 
cal closure of the defect in the septum, the 
atrial clamp is reapplied and the contents of 
the well discarded. The well is then removed 
and the defect in the auricle closed by inter- 
rupted figure-of-eight sutures. The opening in 
the pericardiac sac is loosely closed with inter- 
rupted silk. 

Before blood is allowed to run up into the 
well, the interior of the latter is flushed with 
0.04 per cent heparin in 0.9 per cent sodium 
chloride. After blood entered the well, a few 
cc. of heparin solution as prepared was added 
to the blood in the well every few minutes. 
(In no instance was there any clotting of the 
blood in the well, despite the fact that the well 
was left open for periods varying from twelve 
minutes to two hours and five minutes.) As 
an added precaution the surgeon’s gloves are 
rinsed from time to time in heparin solution. 

Blood was given to the patients as follows: 
Immediately after the auricle is opened, a 
sufficient amount of blood is given to compen- 
sate for the amount lost in the well. From 
this point on, while the well is open, small 
amounts of blood were given during the course 
of the operation. The condition of the patient 
determines the amount given during this peri- 
od. 

The authors present the cases of 7 patients 
operated on by this technic. There were 4 
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deaths and 3 excellent results. Although the 
mortality rate appears high, when one con- 
siders the condition of the patient, the type 
of operation performed and the trials and 
tribulations associated with a new technic, the 
result is excellent. 

M. O. CANTOR, M.D. 


Regression of Cervical Carcinoma in Situ 
Following Aureomycin. Ayre, J.-E., South. 
M. J. 45:915, 1952. 

Epidermoid cancer in the human cervix is 
a unique form of malignant disease, since it 
arises from a known tissue focus, the squa- 
mocolumnar junction. Carcinoma in situ is 
believed to be the preinvasive stage of this 
disease, and it constitutes a cytologic stage 
of malignant change. 

The author asked the question, “Is there 
some relation between inflammation and ecar- 
cinoma in situ?’”’ Recent data have established 
that the in situ lesion develops at the squamo- 
columnar junction as a preinvasive stage of 
cancer; the cervix appears normal or shows 
an inflammatory red os. The average age in- 
cidence is 37 (compared with 47 for invasive 
cancer). 

According to the author, the tumor may 
remain static or be slowly progressive, often 
for five to seven years before clinical cancer 
appears. With the conviction that cervical can- 
cer develops in-a chronically inflammatory bed, 
he and his associates began four years ago to 
study the effects of antibiotics, chemotherapy 
and hormones on cervical cells. Such agents as 
sulfanilamide, sulfathiazole, penicillin, strep- 
tomycin, terramycin and aureomycin were 
placed in the vaginas of patients with carci- 
noma in situ. Various hormones — estrogen, 
progesterone, testosterone, cortisone, ACTH— 
were administered in the search for an agent 
that might obliterate the embryo neoplasm. 

The cervix is a unique test organ, and cell 
scrapings from the squamocolumnar junction 
provide a delicate mirror of response in the 
cells of carcinoma in situ. The author states 
that no regression was observed after admin- 
istration of the sulfas or after penicillin or 
streptomycin, until aureomycin was evaluated. 
They first observed the aureomycin phenome- 
non over two years ago, and, although an early 
report was made in Buffalo in October 1950, 
publication was delayed until more evidence 
was available. 

Aureomycin suppositories were inserted per 
vaginam each evening at bedtime (250 mg. 
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aureomycin HCl). In 8 of 19 cases apparent 
eegression followed aureomycin, recurrences 
‘aking place within six months after cessa- 
ion of treatment. Eleven cases were observed 
t the Royal Victoria Hospital, Montreal; 6 at 
he Jackson Memorial Hospital, Miami. 

In one of the cases referred to, cells were 
ontinually observed in repeated cell scrapings 
ver a period of two and one-half years prior 
o the initiation of aureomycin treatment. Dur- 
ng this time it was demonstrated that no re- 
ression of the lesion followed successive 
hemotherapeutic agents: estrogen in large 
‘oses, progesterone, testosterone, sulfanila- 
aide and sulfathiazole in suppository form, 
enicillin and streptomycin. Illustrations pre- 
ent the clinical data, the vaginal smears and 
he different types of cells observed in carci- 
oma in situ. The histologic observations are 
lso shown. 

The author states that no claim is advanced 
hat aureomycin is a cure for cancer; none of 
he invasive lesions, even the early ones, re- 
sponded by regression. There is a suggestion 
of common etiological factors between some 
cancers in situ and lymphogranuloma vener- 
eum. 

Several questions arise: Has the regression 
come from an antivirus or from anticarcino- 
genic action? Workers at Lederle Laboratories 
have observed an anticarcinogenic effect of 
aureomycin on tissue cultures. Does evidence 
of regression in these cases indicate that the 
lesions in situ were not genuine cancer, but a 
disease that only simulates cancer? Or is can- 
cer in situ essentially an infectious or inflam- 
matory process, amenable or responsive in 
some cases to aureomycin, and possibly in 
others to antibiotics not yet isolated? And 
will elimination of underlying inflammation 
bring about regression in other early cancer- 
ous lesions? 

The author concludes that carcinoma in situ 
appears to be a special stage of cancer which, 
in his opinion, is related primarily to chronic 
inflammation or infection with or without 
virus. The results of his study suggest that 
cancer in situ is a neoplastic infectious proc- 
ess, which is yet not wholly autonomous. This 
does not mean that in future years, if un- 
treated, it will be fatal. Some worth-while re- 
search along this path may be pursued by the 
clinician and the cytologist, and knowledge of 
the malignant process augmented. 


GILBERT F. DouGLas, M.D. 


ABSTRACTS 


Oesophagitis. Harman, J. B., Brit. M. J. 1: 
941, 1952. 

The diagnosis of esophagitis is made less 
often than it should be, as doctors may have 
misinterpreted or brushed aside the symp- 
toms because they did not recognize the pat- 
tern. The symptoms of esophagitis are pain 
in the lower chest and heartburn. The chest 
pain is central and may radiate to the left 
side and back. It is described as “wind,” 
“food stuck” or a pressing or burning sensa- 
tion. Often there is no clearcut relation of 
this discomfort to feeding, but only enough 
to make the patient think that it is dyspepsia. 
Sometimes dysphagia is severe, and there 
may be obstruction. 

Heartburn is described as a sensation as 
if some acrid fluid were being forced into the 
gullet. Regurgitation may indeed occur, but 
regurgitation is not necessarily accompanied 
by heartburn. Heartburn is most character- 
istic in this syndrome when it is made worse 
by stooping. 

The first event in esophagitis is believed 
to be the repeated bathing of the lower end 
of the esophagus with gastric juice. This is 
normally prevented by some mechanism 
which is liable to be upset when there is a 
change in the anatomic approaches to the 
stomach, such as a congenitally short esoph- 
agus or a hiatus hernia. These anatomic 
abnormalities are not always accompanied by 
functional incompetence. 

The effect of constant bathing with acid 
pepsin is to inflame the gullet, first at the 
lower end. Subsequent regurgitation of acid 
becomes painful, whereas normally it is pain- 
less. The normal bluish pink ground, crossed 
by the traces of small veins, is altered to a 
velvety scarlet and bleeds easily. This is fol- 
lowed by patches of desquamating epithe- 
lium, superficial ulcers with white or yellow 
sloughs to deep chronic ulcers accompanied 
by inflammatory edema. 

At this stage the roentgen changes become 
more striking, and it is easy to see the thin 
trickle of barium through the stricture and 
the crater projecting sideways like an ulcer 
in the stomach. The early changes are best 
seen with the esophagoscope. 

The prognosis is often determined by the 
cause. The majority of patients who have 
symptoms and demonstrable reflux have no 
further complications, and there is little ten- 
dency for them to stop. Subacute chronic 
ulcers with severe painful dysphagia or an 














obstruction are rare. Some confusion still 
exists as to the cause of esophageal ulcers, 
as well as to the cause of duodenal ulcers. 

There are three current hypotheses as to 
the normal mechanism that prevents reflux 
of gastric juice into the esophagus. The first 
is that the right crus of the diaphragm acts 
as a pinchcock. Hiatus hernias are often ac- 
companied with incompetence, but not al- 
ways. Reflux does not occur when the dia- 
phragm is paralyzed. The second hypothesis 
is that the oblique entry of the esophagus 
into the stomach, together with the intrinsic 
muscular fibers, constitutes a valve. The 
third suggests that there is a functional 
sphincter at the lower end of the esophagus, 
even though it cannot be demonstrated ana- 
tomically. 

The symptoms of esophagitis are often 
associated with pyloric ulcer, cholecystitis 
or cancer and must be excluded. The chance 
occurrence of a hiatus hernia, a short esoph- 
agus or the like is an abnormality to be left 
undisturbed unless it is producing symptoms. 

Routine roentgen examination will show 
the grosser abnormalities of hernia reflux, 
stricture and spasm. Spasm may be diag- 
nosed as cardiospasm; but this is sometimes 
a dangerous diagnosis to make, especially if 
there is pain, for the spasm may be due to an 
inflammatory or a neoplastic lesion. Stricture 
is clearly seen, and often there may be an 
ulcer crater as well. In cases of moderate 
involvement it may be necessary to make the 
diagnosis with the esophagoscope. 

When the symptoms are severe enough to 
warrant surgical treatment, the emphasis is 
on finding an anatomic abnormality. The 
most effective treatment is operation, and the 
first duty of the physician is to decide wheth- 
er this is justifiable. Except in the case of 
stricture or penetrating ulcer, this decision 
should be based entirely on the severity of 
the symptoms. Simple measures, such as tak- 
ing small feeds and small amounts of alkali 
and sleeping upright, are sensible, but ex- 
cepting the last, do not make much difference. 

The hiatus hernia is treated by fixing the 
stomach below the diaphragm. Stricture and 
penetrating ulcer require surgical removal. 
The lower end of the esophagus is now well 
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within the limits of practical surgical ap- 
proach. If the esophagus can be drawn down 
and anastomosed to the stomach below the 
diaphragm, reflux may not recur. If it can- 
not, the stomach must not be drawn up into 
the thorax, for this leaves the patient with 
the stage set for return of the trouble. Vari- 
ous devices are being tried to prevent this, 
but none have met with wide acceptance. 


HENRY J. ROSEVEAR, M.D. 


Further Observations on the Use of Tem- 
porary Polythene Shunts and Frozen Ho- 
mologous Graft Replacement of Major 
Arterial Segments in Traumatic and Ma- 
lignancy Surgery. Hardin, C. A., Plastic & 
Reconstr. Surg. 9:321-29, 1952. 

The author presents further experimental 
work on the utilization of arterial grafts 
with the use of temporary polythene shunts, 
presenting 2 cases of the use of these grafts. 
Experimentally, the aortas of 13 dogs were 
clamped and divided, and grafts were insert- 
ed without the use of a shunt. Six of the 
animals died within eight hours after the 
operation, and of the survivors all but 1 had 
spastic paralysis of the hindquarters. Autop- 
sies showed the grafts to be in excellent con- 
dition. Eleven dogs were subjected to iden- 
tical operations except that temporary shunts 
were used during the surgical procedure. Two 
of these dogs died postoperatively, but in the 
9 survivors there was no_ hindquarter 
paralysis. 

The cases of 2 human patients are pre- 
sented: (1) a successful arterial graft to 
replace a blasted brachial artery (without 
shunt, owing to the short time that had 
elapsed since the accident), and (2) a radical 
neck redissection for malignant disease in- 
volving the carotid artery, which also proved 
successful, a shunt and an arterial graft 
being employed. 

It is the author’s opinion that the use of 
polythene temporary shunts and preserved 
arterial grafts will increase the scope of 
traumatic, cardiac, and cancer surgery, and 
that an artery bank should be available to 
all medical centers. 


HOWARD S. STERN, M.D. 




















In Memoriam 








MORRIS WEINTROB 
M.D., F.L.C.S. 


Dr. Morris Weintrob died unexpectedly at 
his home in Brooklyn on April 6 at the early 
age of 52. Although he had been ill for less 
than a day, he had suffered from a heart 
condition for several years. Dr. Weintrob 
was a member of the surgical staffs of Adel- 
phi Hospital and the Jewish Hospital for 
Chronic Diseases. As senior censor of the 
Kings County Medical Society, he had cam- 
paigned against fee splitting and other un- 
ethical practices; he was also chairman of 
the society’s committee on cults and had led 
the opposition to licensing of chiropractors. 
He was president-elect of the Kings County 
Surgical Society, past president of the Kings 
County Physicians Guild and editor of its 
‘magazine. 


Born in England, Dr. Weintrob was 
brought to this country while a child and 
graduated from New York University-Belle- 
vue Medical School in 1925 and interned at 
Bellevue. During World War II he was in 
charge of surgery for the U. S. Navy on Oki- 
nawa, and held the rank of commander in 
the Naval Reserve. The New York Surgical 





Division of the United States Section of the 
International College of Surgeons, on April 
15, passed the following resolution, trans- 
mitted by Dr. Horace Ayers: 


WHEREAS: Almighty God has removed from 
our midst Dr. Morris Weintrob, an officer of 
the Surgical Section of the New York State 
Division and Associate Secretary of the 
Qualification Council for Associates and 
Juniors; 


AND WHEREAS: Dr. Weintrob was inde- 
fatigable in his duties as an officer of the 
International College of Surgeons, manifest- 
ing at all times untiring zeal and a high sin- 
cerity which was an inspiration to all his 
associates by reason of his outstanding per- 
sonality ; 


AND WHEREAS: As an officer and leader 
in the activities of his County and State so- 
ciety, he constantly and wholeheartedly la- 
bored for their best interests, therefore 


BE IT RESOLVED: That we spread on our 
minutes this tribute to his memory and ex- 
tend on behalf of the International College 
of Surgeons to his bereaved widow and fam- 
ily, our sincerest sympathy in their great 
loss. 


JOSEPH ANTHONY LINK 
M.D., F.A.C.S., F.LC.S. 


Dr. Joseph Anthony Link of Springfield, 
Ohio, retired from active practice since 1950, 
died at the age of 80 on November. He 
was formerly chief orthopedic surgeon at 
City Hospital, Springfield, and orthopedic 
surgeon at Clark County Tuberculosis Sani- 
torium. He was a Colonel in the Medical Re- 
serve Corps of the United States Army and 
served two years during World War I, hav- 
ing been promoted during service to the rank 
of Major. He received his M.D. degree from 
the Medical Department of the University 
of Cincinnati and served his internship at 
Bellevue Hospital, New York. 
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AUREL GILBERT LAVOIE 


M.D:, ¥.A.C.S.,- F.1.C.S. 
Dr. Aurel Gilbert Lavoie of Springfield, 
Massachusetts, died on October 26, 1952, at 
the age of 46. Dr. Lavoie was on the staffs 
of the Springfield Hospital and Wesson Me- 
morial Hospital in Springfield and was con- 
sulting surgeon at Mary Lane Hospital in 
Ware and at Munson State Hospital in Mun- 
son, Massachusetts. He received his degree 
in Medicine from Tufts Medical College in 
Boston. 


PROFESSOR ALDO COSTANTINI 
M.D., F.1.C.S. 

The Italian Chapter reports the tragic 
death of Professor Aldo Costantini in an 
aerial catastrophe in Cagliari. Professor 
Costantini was recently called to direct the 
Pathological Institute and Surgical Clinic in 
Cagliari. 


HARRY JACOBS BARTRON 
M.D., F.A.C.S., F.LC.S. 

The death of Dr. Harry Jacobs Bartron, 
aged 61, of Watertown, South Dakota, oc- 
curred suddenly on March 15. Dr. Bartron 
was Surgeon-in-charge of the Bartron Hos- 
pital and Clinic. He received his degree in 
Medicine from the University of Minnesota 
in 1906 and did extensive graduate work in 
surgery at the Mayo Clinic. 


FRANKLIN I. HARRIS 
. M.D., F.I.C.S. 

Dr. Franklin I. Harris of San Francisco 
died in November at the age of 57. Chief of 
the surgical division of Mount Zion Hospital 
since 1941, following twelve years as asso- 
ciate chief in surgery and four years as ad- 
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junct in surgery, Dr. Harris was active in 
graduate teaching of surgeons. He gradu- 
ated from the University of California with 
an A.B. degree in 1917 and an M.D. in 1921, 
interned at San Francisco County Hospital, 
served residencies in surgery at Mount Zion 
Hospital, San Francisco, and Mount Sinai 
Hospital, New York, and did postgraduate 
work at the University of Vienna. He was 
the author of a long list of articles on gen- 
eral surgery and gynecology. He was a mem- 
ber of the Founders’ Group of the American 
Board of Surgery, a Fellow of the American 
College of Surgeons, a member of the Pan 
American Medical Association and the Pan 
Pacific Surgical Association, and was elected 
to Fellowship in the International College of 
Surgeons in 1945. 


SIM BEDFORD LOVELADY 
M.D., F.I.C.S. 

The death of Dr. Sim Bedford Lovelady 
of Houston, Texas, on Oct. 8, 1952, has been 
reported. Dr. Lovelady, who was 43 years 
old at the time of his death, was a member 
of the surgical staff of Hermann Hospital 
and was Assistant Professor of Clinical 
Gynecology at Baylor University College of 
Medicine. From 1940 to 1949 he was con- 
sultant in obstetrics and gynecology at Mayo 
Clinic, St. Mary’s Hospital, Rochester, Minne- 
sota. 


Dr. Lovelady received his medical degree 
from Tulane University Medical School and 
served his internship at Charity Hospital in 
New Orleans. He served residencies in ob- 
stetrics and gynecology at the Mayo Foun- 
dation, Rochester, and at the University of 
Minnesota Graduate School of. Medicine. He 
was a Fellow of the American College of 
Surgeons and of the International College of 
Surgeons and was a Diplomate of the Ameri- 
can Board of Obstetricians and Gynecolo- 
gists. 





